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V. ABSTRACT

Background and aim: Multisystemic Therapy (MST) is an intensive family and

community based intervention used to reduce anti-social behaviour in children and

adolescents and associated risk factors, such as negative parenting (Henggeler et al.,

1992). MST has recently been adopted in Scotland with the formation of two new teams

within the health and social care context. There is evidence to suggest that there is a

steep learning curve in developing as a multisystemic therapist. Henggeler et al. (2009)

reported that treatment outcomes in the first year of a new MST team were lower than
that observed in the second year. This indicates that newly established multisystemic

therapists require a period of transition in developing their skills and abilities.

Additionally, reports suggest that some therapists experience difficulties in adhering to

the original model as intended (Schoenwald et al., 2000).

To date, numerous treatment outcome studies exist, as well as studies that have

investigated factors involved in promoting therapist and supervisor adherence to the
MST model (Henggeler, et al., 2009). However, it is the researcher's understanding that
no studies have solely explored therapists' experiences of adjusting to working within
the MST model and service structure. This study aims to explore therapists' experiences
ofbecoming a multisystemic therapist and working within this service structure.

Method: Interviews were carried out with seven newly appointed multisystemic

therapists and two newly appointed multisystemic supervisors. Interviews were

recorded and transcribed verbatim. Participants' accounts were analysed using
Constructivist Grounded Theory methodology.

Results and Discussion: The results suggest that the process of early adjustment
to MST occurs within interactions between the therapist, the MST model and

relationships. The theoretical model indicated that therapists engaged in an overall

process of trying to make sense of MST due to the enormity of change encountered in
their new roles, responsibilities and relationships. The core category of 'Making Sense
of MST' captures a process of reflection where therapists are actively thinking about
their experiences and anticipating how to move forward. The processes involved in

'Making Sense ofMST' are accounted for in the main categories of 'Locating Source of

Struggles', 'Defining Worth' and 'Advocating Change'. The results are discussed in

depth and are used to inform implications for clinical practice and further research.

Abstract ix
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1 INTRODUCTION

This study explores the early adjustment experiences of newly appointed

multisystemic therapists working with children and adolescents with anti-social

behaviour, and their families. This chapter will begin with a description of the

background to set this study in its context and to evidence why this is an important
area to research. In outlining the background, it will be useful to describe

Multisystemic Therapy (MST) within the context of evidence-based practice and
detail the development and implementation of this approach. Understanding MST
and the implications it has for therapists is essential in helping to make sense of

participants' narratives outlined in Chapter 3. Secondly, the aims of this study will
be outlined. Finally, reference will be made to theoretical literature and research that

may hold the potential for enhancing the interpretative understanding of participants'

experiences as discussed in Chapter 3. Theories and research will be focused on

three main areas: stress, coping, and burnout; social identity and group formation;
and reflection, containment and learning.
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1.1 Background and Context

1.1.1 Staff Adjustment to Change

Changes in working practice and in organisational structure typically require a

process of adjustment. Successful psychological adjustment must occur as well as

learning new skills and behaviours (Bennett & Durkin, 2000). Difficulties in

adjusting psychologically may lead to 'feelings of threat, uncertainty, frustration,
alienation and anxiety' (Martin et al., 2005, p.264). Such responses to change can

lead to reductions in productivity and increases in absenteeism and staff turnover

(Eby et al., 2000). Efforts to change working practices often struggle to reach their
intended aims due to staff related factors, such as attitudes and behaviours (Kodder,

1995). This implies that changes within the workplace are often implemented
without proper attention to psychological and social factors that aid or hinder the

process. Therefore, it is important to consider the implications that changes within
the workplace may have on staff and their ability to adapt and adjust to those

changes.

1.1.2 Changing Practice: National Drive to provide Evidence-Based
Practice

There is currently a drive within Scotland for mental health services to deliver
increased and equitable access to a range of evidence-based psychological therapies
to individuals across all age groups (Scottish Government, 2008). A recent Scottish
document entitled 'The Matrix' highlights the widespread call for adoption of
evidence-based practice (EBP) by attempting to collate and disseminate therapies,
which have demonstrated effectiveness and should be prioritised for use with service
users (Scottish Government, 2008). Integrative approaches driven by case

formulations are only recommended for individuals presenting with highly complex
difficulties (Scottish Government, 2008).

This national drive has several implications for staff and mental health services.

Firstly, staff must be deemed 'competent' to deliver therapies. This is reflected in
the recent 'competencies' for CBT and psychodynamic therapies by the National
Education for Scotland (NES) (Scottish Government, 2008). Secondly, staff must
adhere to the original model, deliver clearly defined therapies and should operate
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within system guidelines. Finally, staff and services must demonstrate performance

outcomes, demonstrating accountability and transparency. To facilitate the use of

EBP, 'The Matrix' emphasises the importance of clinical supervision that is specific
to the model and facilitates ongoing learning and skill development, as well as

ensuring that staff are trained and supervised on the identified competences (Scottish

Government, 2008).

Evidence-based therapies, including Cognitive Behavioural Therapy (CBT), have
been used in Scotland for many years. However, this current shift in service

provision represents a systematic attempt to move EBP from rhetoric to practice by

directing the type of therapies being used, increasing access to therapies, increasing
the number of staff trained in delivering therapies and attempting to regulate and

operationalise the skills and competencies required to deliver therapies effectively.

1.1.3 What is Evidence-Based Practice?

EBP in this context refers to psychological interventions that have shown 1efficacy
and effectiveness under well designed research studies and are therefore considered
to produce positive outcomes and quality for patients (Jennings, 2007). Since its
initial development, EBP has radically changed clinical practice, research priorities
and professional identities of many professions including Clinical Psychology,
Social Work, Medicine, Nursing and Education (Reynolds, 2000). As Trinder

(2000) suggests, EBP fits well with and addresses current concerns within the
National Health Service (NHS) in terms of 'accountability', 'transparency', and

'risk', which appear to be of paramount importance to politicians, policy makers and
service users.

1
Efficacy studies refer to clinical trials where treatments are tested under optimal conditions with

higher internal validity to maximise the likelihood that positive results will be detected should they
exist (Weisz el al., 1995).

2 Effectiveness refers to studies that attempt to more closely resemble 'real-world' clinical settings
(Henggeler et al., 2009). These studies typically prioritise external validity (Dallos & Vetere, 2005).
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1.1.4 Multisystemic Therapy as an Evidence-Based Practice

MST is an EBP that was developed in the United States of America (US) and has
been recently adopted in Scotland with the formation of two teams within the youth

justice context. Health and social services were keen to introduce this model in an

attempt to reduce the number of young people becoming Accommodated due to

existing services being unable to provide the level of intensive support required to

prevent family breakdown.

MST was also selected as an approach due to the reported evidence-base that had
accumulated from ongoing and dedicated research efforts. MST has produced

positive results in efficacy and effectiveness trials within the US and as a result has
been implemented in 35 states within the US as well as in 11 countries, which now

includes Scotland (www.mst.services.com). Dissemination has occurred within

Scotland, with MST being recommended for moderate to severe conduct disorder for
adolescents aged 13 to 17 years of age within 'The Matrix' (Scottish Government,

2008). MST fits well with the recommendations outlined in 'The Matrix' due to the

reported evidence base and a strong emphasis on staff accountability for outcomes,
and adherence to the model.

Efficacy studies carried out by the developers of MST began in the 1970's within a

university clinical research program (Henggeler et al., 2009). Under efficacy

conditions, 'highly motivated' graduate students acted as therapists and were closely

supervised by the program developers. Initial efficacy studies found that when used
with 'delinquents', and 'maltreating families', MST was significantly better at

achieving a broad range of outcomes: improved family relations and interactions;
decreased problem behaviour; decreased association with anti-social peers; and
decreased psychiatric symptomatology (Brunk, Henggeler & Whelan, 1987;

Henggeler et al., 1986). These outcomes were found at post treatment when

3 Accommodated refers to a child being removed from the care of their parents or guardians and being
looked after by local services, which may include a child being placed in foster care, residential care
or being placed for adoption.
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compared to 'diversion services' and behavioural parent training (Brunk, Henggeler
& Whelan, 1987; Henggeler et al., 1986). A study carried out by Borduin and

colleagues found that at four years follow up, 'violent and chronic juvenile
offenders' who had received MST, showed improved family relations, decreased

psychiatric symptomatology and decreased recidivism (Borduin et al., 1995).

Effectiveness trials carried out in 'real world clinical settings' also produced
favourable results when therapists were given close supervision and consultancy
from the program developers (Henggeler et al., 2009). One study found long-term
reductions in re-arrest and incarceration for 'violent and chronic juvenile offenders'
at risk of incarceration (Henggeler, Melton & Smith, 1992).

Based on these studies and from continued research efforts, Henggeler et al. (2009)
conclude that the results of MST trials in the US with 'serious juvenile offenders'
demonstrate a range of positive outcomes and is cost effective in comparison to

usual mental health and juvenile justice service. However, some researchers

question whether MST is more effective than standard treatment used in countries
out with the US context (Littell et al., 2005; Wolpert et al., 2006). Further to this,
there is evidence to suggest that effect sizes found in effectiveness studies are

substantially lower than effect sizes found in efficacy trials (Fonagy, 2008). A
randomised control trial is being carried out at present to evaluate MST as an

approach within the UK context (Fonagy, 2008).

1.1.5 What is Multisystemic Therapy?

MST is an intensive family and community based intervention used to reduce anti¬
social behaviour in children and adolescents, preventing them from becoming
accommodated and improving their functioning and pro-social behaviour

(Henggeler, Melton & Smith, 1992).

MST advocates that assessment and intervention should target the multiple risk
factors across systems around the child/adolescent, as well as targeting the
child/adolescent themselves. Clients within MST therefore include a variety of

ecologies around the child including the family, school, other professionals, and

peers (Henggeler et al., 2009). MST does not view therapists as overly important in
children's lives and, therefore, work is aimed at helping make change across
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different ecologies rather than developing a therapeutic relationship with the child

per se. Consequently parents, or caregivers, are viewed as the main sources of

change and the aim of all interventions is to empower caregivers to implement and
maintain change for their family.

MST is a multi-modal approach, which incorporates several evidence-based

therapeutic modalities including Cognitive Behavioural Therapy, Behavioural Parent

Training, Behavioural Family Intervention, Behavioural Family Systems approaches
and Structural and Strategic Family Therapies (Henggeler et al., 2009). Intervention

strategies are matched to families' needs following a thorough and prescribed

analytical assessment process whereby therapists identify 'overarching goals' with
each family and a series of 'intermediate goals' that are operationalised and facilitate
the attainment of 'overarching goals' (Henggeler et al., 2009).

Therapists are encouraged to take on the central role for the family and may work

directly with parents helping them to implement behavioural guidance, as well as

working with other agencies such as schools. Therapists are encouraged to do
4'whatever it takes' and work flexibly, adapting their role to meet the needs of the

family. This may involve attending a variety of appointments with family members,

helping them make sense of and manage demands, and encouraging them to engage

with medical services when required. Additionally, where a parental mental health
or substance misuse issue appears to be interfering with treatment, therapists are

encouraged to work individually with that parent and use Cognitive Behavioural

Therapy, or a similar approach, to address their difficulty.

Therapists may also carry out individual therapy with the referred young person, if

appropriate, to address a variety of difficulties, including emotion regulation
difficulties or to enhance social skills. Therapists are also encouraged to become the
main case holder and engage with other professionals where appropriate.

4 'Whatever it takes' (Henggeler et al., 2009) is a phrase or 'slogan' used within the MST community.
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Irrespective of the type of intervention and level of intensity deemed suitable for
each family, all assessments and interventions must be based on the 'nine treatment

principles', which are central to MST and aim to guide the therapist, supervisor and
consultant (Henggeler et al., 2009). The nine treatment principles are outlined in

Appendix 4. Schoenwald, Brown and Henggeler (2000) highlight that MST

principles prohibit the use of eclectic or integrative practice, that is common in
mental health services.

MST services provide support 24 hours per day over 7 days per week to meet

families' needs. Many families referred to the service experience multiple
difficulties and can require immediate support to help resolve problems, including

conflict, which may occur out with the traditional working hours of 9am to 5pm.

Therapists need to be available between the hours of 8am to 8pm and remain 'on
call' at all hours for approximately one week each month. Supervisors remain 'on
call' throughout the month in case therapists require support with crises that may

emerge during the night. Therefore, therapists and supervisors work flexibly to meet

the needs of families by providing support during the evenings and at the weekends.

Due to the intensity of the service, multisystemic therapists have small caseloads of

approximately four to six families to allow them to provide a high level of support,

typically ranging from two to fifteen hours per week contact.

1.1.6 Development of the Quality Assurance System in Multisystemic

Therapy

As previously mentioned, successful outcomes from efficacy trials found that MST
reduced anti-social behaviour, psychiatric symptomatology, and increased family

functioning in young persons who were considered to be 'serious juvenile offenders'

(Borduin et al., 1995; Henggeler et al., 1986). Similar results were obtained during
effectiveness trials, with studies documenting improved family functioning,

improved peer relationships, reduced recidivism, and decreased rates of out of home

placement (Henggeler, Melton & Smith, 1993; Henggeler, Melton & Smith, 1992).

MST program developers found that effectiveness studies that withdrew the level of

support delivered to staff under efficacy trials did not achieve the range of outcomes

expected (Henggeler et al., 1997). The reduction in support reduced therapists'
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ability to implement the approach as originally intended to the model, which in turn

negatively impacted on outcomes. This is consistent with broader research on EBP,
which has generated an acknowledgement that implementation of EBP within
clinical settings is complicated and often difficult to achieve (Sams, Penn & Facteau,

2004; Henggeler & Schoenwald, 2002). Positive outcomes obtained in efficacy
studies are not always replicated in effectiveness studies and in 'real world' clinical

settings (McHugh & Barlow, 2010). As a result, there has been increasing interest in

understanding how EBP can be transferred to community settings (Baer et al. 2007).

Some researchers attribute low fidelity as a reason for the difficulties in transferring
EBP within clinical settings. Treatment fidelity refers to two components, namely
'adherence' and 'competence' (Hogue et al., 2008). Adherence refers to the extent

to which therapists use prescribed components of an intervention and omit others

(Yeaton & Sackrist, 1981). Competence, on the other hand, involves the level of
skill demonstrated by the therapist in delivering the intervention (Hogue et al.,

2008). There is an awareness that staff do not always manage to adhere to evidence
based approaches as they were originally intended (Aarons et al., 2009; Hogue et al.,

2008). In line with this, Henggeler & Schoenwald (2002) report that therapists

commonly overestimate their fidelity to the model.

Therefore, there is evidence from research to suggest that training in an approach is
not necessarily enough to ensure that therapists deliver interventions as they were

originally intended (Henggeler & Schoenwald, 2002). Consequently, there has been
an increasing interest in promoting and monitoring treatment fidelity to the
intervention model (Hogue et al., 2008; Huey et al., 2000; Frank et al., 1991). Both

components of fidelity have received attention in the literature and have formed the
focus of some research studies.

Difficulties in implementing MST in clinical practice led to the development of the

'Quality Assurance System' (QAS) as an essential component of the MST model to

attempt to support implementation and dissemination to 'real world' clinical teams.
The QAS aims to support clinicians' ability to adhere to the original model, as well
as to prevent program drift, in order to enhance treatment outcomes. A diagram of
the QAS can be found in Appendix 5.
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The components of the QAS designed to enhance implementation and treatment

fidelity include: assessment of suitability of the host organisation to work within the

parameters ofMST; support with recruitment including standard interview to recmit
individuals most likely to be suitable; initial five day training; quarterly booster

sessions; standard paperwork to facilitate assessment and preparation of cases;

weekly model specific supervision; weekly model specific consultation from a US

consultant; and treatment manuals for therapists, supervisors, consultants and host

organisations (Henggeler et al., 2009). Additionally, treatment adherence of

therapists, supervisors and consultants are monitored on a monthly basis using
assessments developed by the program developers specifically for MST.

1.1.7 Implications of becoming a Multisystemic Therapist

Becoming a multisystemic therapist potentially requires a shift in working practice
as indicated from literature on implementation of EBP. Working as a multisystemic

therapist involves prescribing to recommended strategies whilst omitting others
learned from previous training and experience. Therefore, adherence and

competence are supported and monitored during model specific group supervision
and consultation, adherence measures, feedback, training and booster sessions.
Additional potential differences in practice may include occupying multiple roles,

holding case responsibility and working out with traditional hours.

All newly appointed therapists and supervisors attend five days of training and are

introduced to their MST consultant, who is based in the US. During training, the
staff are inducted to the rationale and evidence-base to MST and begin to leam and

practice therapeutic techniques. Quarterly booster sessions are held for therapists
and supervisors to bring challenging issues from their work and practice techniques
with colleagues and an MST consultant to overcome clinical barriers. Knowledge is
enhanced with experiential learning techniques in line with MST intervention

strategies that are used with families. For example, members of staff are encouraged
to role play difficulties encountered with families and to review video or audio taped
sessions (Henggeler et al., 2009).

Training and learning are enhanced by weekly group supervision, followed by

weekly group consultation with an MST expert. Supervisors are encouraged to

monitor a therapist's ability to adhere to the treatment principles and
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recommendations from previous supervision and consultation sessions, as well as

monitor their development (Schoenwald, Brown & Henggeler, 2000). Supervisors
are advised to do 'whatever it takes' to ensure that therapists are adhering to MST.
The development of clinical recommendations during supervision moves

interventions towards positive outcomes at a quicker pace preventing program drift

(Schoenwald, Brown & Henggeler, 2000). Supervision, in line with the approach,
should remain present focused and action orientated, addressing well defined

problems. 5'Storytelling' is to be avoided to ensure efficiency.

Supervision is carried out in a group format with all therapists (approximately four

therapists per team) and the supervisor. It is anticipated that group supervision
affords therapists an opportunity to learn from each other's cases and for a variety of
solutions to be proposed from having several members present, provided that
solutions remain in line with MST (Schoenwald, Brown & Henggeler, 2000).

Additionally, a group format allows for role plays to occur to enable practice of
skills. Another benefit of having colleagues present is that other therapists within
the team can remain updated with families receiving support from the service, to

help understand families' needs when 'on call', or when covering for therapists who
are on sick leave.

Individual supervision is advocated in particular situations, which include when a

therapist is struggling with the demands of learning and adhering to MST

(Schoenwald, Brown & Henggeler, 2000). This supervision may be encouraged
when a crisis emerges with cases in between group supervision. Therapists may

meet individually with supervisors when considering their individual development

plans at periodic intervals (Schoenwald, Brown & Henggeler, 2000).

Therapists and supervisors are required to prepare in advance of supervision by

completing weekly paperwork. Required paperwork includes initial contact sheets
and weekly progress update sheets. The supervisor and consultant can use this

5
'Storytelling' is an MST term used to describe the process of deviating from the model by

discussing factors that are not considered relevant as defined by MST.
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information to determine the needs of each family and ways to support the therapist
as well as to ensure that therapists are not describing conceptualisations and
behaviours in 'intra-psychic' terms (Schoenwald, Brown & Henggeler, 2000).

The role of the MST consultant assigned to each team is to support supervisors and

therapists to implement MST according to the original model. Consultation occurs

on a weekly basis. When MST consultants are living in a different country,

consultation occurs via loud speaker intercom facilities. The assigned consultant
meets with staff for the initial training and quarterly booster sessions to build and
maintain the relationships.

The use of EBP is not a new concept within Scotland; however ongoing monitoring
of fidelity, as occurs in MST, is not routine practice for the majority of therapists and
services. Ongoing fidelity monitoring is not considered necessary. In contrast, the

majority of clinicians are deemed suitable to use evidence-based therapies following

training, accreditation and supervision without direct monitoring of fidelity

(Bickman, 1999). Training for some professions acknowledges the role of

integrative approaches based on thorough case formulations, as is often the case for
Clinical Psychology Trainees. Although current national drivers (e.g. The 'Matrix')

acknowledge the appropriateness of using integrative approaches for highly complex

cases, many clinicians may need to adjust to using EBP, with close model specific

supervision to ensure adherence to the model and ongoing demonstration of

'competence'.

1.1.8 Variable Treatment Fidelity

Schoenwald et al. (2000) acknowledge that treatment fidelity can be variable
between MST sites in the US despite weekly supervision, consultation and a clear
and explicit assessment and intervention approach. Further to this, a report written

by the 'MST Institute' in 2008 documented that therapist adherence at international
sites (i.e. sites out with the US) is lower than expected (www.mstinstitute.org).

Therefore, families may not always benefit from the positive outcomes from MST if

therapists fail to, or struggle to, adhere to the original model. As a result, several
researchers' have highlighted the importance of identifying and understanding
factors that reduce staffs ability to adhere to MST (Schoenwald, Sheidow &

Chapman, 2009; Schoenwald et al., 2000).
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Difficulties in adhering to the model may, in part, be due to difficulties in learning
the skills required. Evidence suggests that there is a steep learning curve in

developing as a multisystemic therapist. Henggeler et al. (2009) reported that
treatment outcomes in the first year of a new MST program were lower than those
observed in the second year. This indicates that newly established multisystemic

therapists, supervisors and services require a period of adjustment while developing
their skills.

Despite the QAS and ongoing fidelity monitoring, findings from 'transportability
studies' suggest that treatment fidelity to the model is variable between therapists
and clinical sites (Schoenwald et al., 2000; Schoenwald et al., 2009).

'Transportability' studies have been carried out by independent researchers to

evaluate MST within other cultural contexts and when compared to standard
treatment approaches used in different countries. These studies have produced
variable results (Henggeler et al., 2009; www.mstservices.com). Results indicate
that teams with the lowest fidelity have produced the poorest outcomes (Henggeler et

al., 2009).

Ogden and Halliday-Boykins, (2004) evaluated MST against standard treatment in

Norway and their results supported the use of MST for adolescents with anti-social
behaviour. They reported that MST reduced internalising and externalising

behaviours, increased pro-social behaviours and reduced out of home placements.
The positive results of their study were in line with the results reported by the

program developers in the US (Ogden & Halliday-Boykins, 2004).

A study carried out in New Zealand achieved comparable results to those found in
the US overall, however reduced treatment effects were found to correlate with

reduced fidelity (Curtis et al. 2009). Similarly, a Canadian unpublished study

reported high rates ofpoor treatment adherence (Cunningham, 2002). This is despite
MST teams receiving consultation from MST Services from the US and committing
to the quality assurance system as a whole.

1.1.9 Low Treatment Adherence and Clinician Variables

Researchers have hypothesised that low treatment fidelity to MST may be due to

factors related to the clinician including personal problems, poor understanding of
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the model or belief in models that are incongruent with the approach (Schoenwald et

al, 2000). Incongruent beliefs include a preference for 'intra-psychic' models and

therapeutic interventions delivered within a one to one relationship context.

The broader research on difficulties in implementing EBP at the individual level
indicates that clinicians may experience difficulties due to negative attitudes towards
EBP or 6manualised interventions. Addis & Kraknow (2000) examined attitudes of

practising psychologists towards manualised treatment nationally in the US.

Negative and positive attitudes were expressed towards manualised treatments

suggesting that not all clinicians may be comfortable in adopting EBP.

Psychologists who expressed reservations commented that strict adherence to

manual treatment was counterproductive towards the therapeutic process and

relationship, and that it minimised the individualised formulation that drives
intervention (Addis & Kraknow, 2000). Implications for clinicians who hold
reservation with regards to EBP are that they may experience reluctance to alter their

practice in line with current national drivers to adopt EBP.

There is also recognition that intentions to implement EBP are moderated by
'clinician- treatment fit' as found by Palinkas and colleagues (2008). Palinkas et al.

(2008) explored clinicians' experiences of using EBP and their intentions to continue

using it on completion of the study. The study was conducted within a randomised
controlled trial. Their results suggest that clinicians were more likely to continue

using standard EBP if they expressed a preference for structure and had experience
ofusing EBP.

In contrast, clinicians who were familiar with more flexible approaches, and who
held a theoretical orientation that showed flexibility, were more comfortable using
'modular EBP' that allowed them to draw on EBP techniques when they judged it to
be appropriate. Participants, who were unfamiliar with EBP, and appreciated

6
Although MST draws on different therapeutic modalities the process of assessment and intervention

as well as supervision and consultation are manualised.
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flexibility, were less committed to continue to use EBP on completion of the study.
The results of Palinkas et al. (2008) study suggest that implications for staff may

vary depending on their perceptions and experiences ofEBP.

Therefore, clinical training and experience may shape perspectives and determine, in

part, whether clinicians will adjust to EBP. Indeed, research suggests that clinicians
at the beginning of their career are more likely to accept EBP than those who have
worked for many years and have learned to rely heavily on clinical judgment and

experience (Aarons, 2004).

Researchers have also expressed reservations concerning the priority of EBP.
Conclusions have been drawn by some researchers that high adherence encourages

'rigidity' and dependency on strategies to the exclusion of relationship variables

(Castonquay et al., 1996). For instance, Breitenstein and colleagues (2010)
evaluated a measure of fidelity introduced to monitor adherence and competence of

group leaders in carrying out a parenting training intervention. They suggested that

therapists deviated from protocol over time as they grew to understand what the

parents required. Conclusions drawn were that moderate adherence was more likely
to predict better outcomes than strict adherence with therapists adjusting their

approach to meet the needs of parents, yet retaining the theoretical underpinnings of
the intervention (Breitenstein et al., 2010). This conclusion has been echoed by
other researchers (Barber et al., 2006; Hogue et al., 2008; Huey et al., 2000).

1.1.10 Low Treatment Adherence and Organisational Variables

Organisational factors, such as work environments that are characterised by
emotional exhaustion and high staff turnover, have also been found to reduce fidelity
to MST (Henggeler et al, 1998). Research on implementation of EBP suggests that
efforts may be impeded by organisations that do not fit well with EBP (Sheidow et

al., 2007). The researcher's argue that such organisations should adopt a systemic
and 'multilevel' approach to tackle organisational and system variables. This

requires an organisational shift that fully supports outcome driven priorities and the

goals of the EBP being implemented (Sheidow et al., 2007).

Poole and Grant (2005) provide reflections on their own experiences of using EBP
and warn that staff members who are keen to adopt EBP may experience frustration,
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possible burnout and definite failure; if they do not have full support from hosting

organisations who accordingly adapt their structure. The authors argue that

organisations are keen for staff to attend initial training courses to learn EBP but
often fail to support staff to prioritise and maintain their new skills and role (Poole &

Grant, 2005). From this perspective, implications for clinicians are that they may

struggle to implement EBP despite their enthusiasm.

In line with this, implementation of EBP and associated 'quality improvement
initiatives' have been found to lower staff morale, increase burnout and staff

turnover, and ultimately impact on quality of care whenever organisations were

under resourced and unable to support the EBP (Bustead, 1994; Cavanagh, 1989;

Goodall, 1993).

1.1.11 Therapists and Supervisors Attrition

Sheidow et al. (2007) report that staff attrition in MST is, on average, at 21 per cent

on an annual basis, which is lower than the national mental health workforce in the

US estimated between 50 to 60 per cent. Consistent with this is the finding that

implementation of EBP has been found to have protective implications for staff,

reducing staff turnover and increasing rewards due to observable positive outcomes

(Aaron et ah, 2009; Sheidow et al., 2004).

In contrast to this, Cunningham (2002) reported that MST was difficult to implement
due to high rates of attrition over the course of the Canadian MST evaluation.
Within the Canadian study, only one team remained intact out of the four teams that
entered the study (Cunningham, 2002). Cunningham (2002) reported that staff
turnover in MST was also common in the US. In line with this, research on MST in

New Zealand found that there have been rates of staff attrition at 42 per cent which
the authors considered high in comparison to typical staff turnover within New
Zealand (Curtis et al., 2009).

Curtis et al. (2009) highlight the importance of understanding reasons for staff

leaving their role as a multisystemic therapist or supervisor due to the detrimental
effects staff turnover can have on outcomes and on team morale and stability.

Therapists and supervisors within the New Zealand study reported that they

experienced difficulties in providing intense support to families outwith traditional
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working hours as well as working in families' homes. In addition, staff reportedly

struggled to adjust to having to change their way of working, in line with the MST

quality assurance system of regular supervision, consultation, completing weekly

paper work and therapy adherence (Curtis et al., 2009).

In contrast to these findings, Sheidow et al. (2007) conducted a more rigorous study
and found no association between staff turnover and certain aspects of the MST

model, including having to work flexible hours. Neither was there an association
between staff turnover and clinician variables, such as previous training and

experience (Sheidow et al., 2007). However, it could be argued that differences in
cultural context, working practices and nature of professional training may

contribute towards different reasons for staff attrition. For example, Schoenwald et

al. (2008) in their discussion of 'international implementation of MST',

acknowledge that working practices may vary between countries, with some

countries having shorter working weeks and more annual leave than the US.

Additionally, the authors note that educational and clinical training programs vary

between countries, which may alter the requirements for selecting suitable therapists

(Schoenwald et al., 2008).

Factors within the organisational context were found to contribute towards staff

turnover, including being paid lower wages and working within an emotionally

demanding work climate (Sheidow et al., 2007). However, the researchers report

that the MST model serves to buffer staff from stress by ensuring that therapists have
small caseloads to be able to cope with the intensity of work, as well as receiving

ongoing support from a team, supervisor and consultant (Sheidow et al., 2007). As

previously mentioned, additional support for this hypothesis can be found in research

investigating staff attrition rates and EBP. Aaron et al. (2009) found that EBP that

taught and supervised in a supportive manner reduced attrition rates. However, they
also concluded that attrition rates were reduced when the therapy fitted with the

organisations philosophy and ethos (Aaron et al., 2009).
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1.1.12 Dominance of Quantitative Methodologies and Limited

Research on Staff Experiences

To the best of the researcher's knowledge, published research studies to date have

employed a quantitative design to assess the outcomes of MST. This is standard

practice when establishing an evidence base and an essential part of demonstrating
whether a treatment is effective. MST studies that have examined variable

implementation to clinical settings, as well as treatment outcomes, have solely relied
on pre-existing theories and hypotheses in line with quantitative methodology.

It is the researcher's understanding that no studies have solely explored staff

experiences of adjusting to working within the MST model and service structure.

However, there is much that we have to learn from those who have experience of

using MST in a clinical setting who are able to reflect on their experiences. This is
in line with recommendations from Weisz et al. (2004) who highlight that there
should be closer collaboration between researchers and clinicians to enhance

implementation efforts.

1.1.13 Examining qualitative experiences of using other psychological
interventions

From reviewing the literature on qualitative experiences of using other psychological

interventions, it would appear that there are a limited number of studies available in
this area. Studies evaluating issues relevant to staff have mainly focused on factors
such as attitudes, skills, and adherence and have relied on a quantitative

methodology. From the qualitative studies that are available some researchers have

argued that awareness of staff experiences is important to understand the

developmental needs of staff in order to inform appropriate training and support

mechanisms (Hill et al 2007). Additional motivations for examining staff experience
have involved seeking to develop and understand therapeutic concepts as well as

seeking to define the nature and aims of a particular therapeutic approach/orientation

(Wilkes & Milton, 2006). The following section examines some of the studies
which explore staff experiences and makes comment on their implications and
usefulness in relation to the present study.
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Research exploring the experiences of novice therapists suggests that the process of

cognitive and experiential learning of a psychological intervention produces

heightened anxiety. Hill et al (2007) explored the qualitative experiences of

counselling psychology trainees in learning to use 'helping skills' with clients during
their first semester of doctoral training. The aim of the research was to understand
the 'inner experiences' of therapists whilst learning and using 'helping skills' and,
more broadly, in becoming psychotherapists. The researchers contend that such
research may inform training courses and examine whether courses are taught in a

way that matches therapist's developmental needs (Hill et al 2007).

Interpretation of Hill et al (2007) study is dependent on an awareness of contextual
information such as the nature of the therapeutic model, their learning environment
and the client group who received therapy. 'Helping skills' is a three stage model,
which draws on client centred, psychodynamic and behavioural theories to help
clients explore and gain insight into their thoughts and feelings. (Hill et al 2007). In
line with the model, trainees were encouraged to learn and apply the three stages of

'exploration', 'insight' and 'action' with clients over the course of their 15 week
semester. Volunteer clients were recruited from undergraduate psychology courses.

Self-reflection was strongly encouraged during the course to enhance their learning
and as a result therapists were asked to keep weekly journals recording their thoughts
and feelings concerning a wide range of topics including helping skills; competence
as a psychotherapist; countertransference; anxiety; self-efficacy; reactions to

supervision; learning about psychotherapy; reactions to class; or other issues that

appeared relevant to each trainee. Therapists' reflective journals were analysed at

the end of the semester using a consensual qualitative research (CQR) approach

(Hill, Thompson & Williams, 1997).

The results suggest that novice therapists are likely to experience anxiety, with
increased self-awareness and reduced self-efficacy, whilst learning new skills and/or

occupying a new role. The results suggest that participants were self-critical of their

performance as a therapist and of their ability to manage sessions. The results
advocate that the participants were increasingly self-conscious within the sessions
and tried to 'say the right thing'. Therefore, participants appeared to have struggled
to remain with the client due to being aware of their own internal experiences.
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Participants experienced difficulty in adapting to their role as a therapist.
Difficulties in adjusting to this shift were evident when participants tried to use

'insight' skills that departed from their familiar communication style. For example,

participants felt compelled to 'fix' clients' difficulties and struggled to challenge
clients. Research suggests that this need to 'fix' clients is developmentally

appropriate for novice therapists (Hill, Charles and Reed, 1981). Further to this,

participants seem to have reflected on their relationships with clients and observed
that they, at times, over or under identified with clients, which either impacted on

their emotional responses and therapeutic skills or their confidence in being able to

meet clients' needs. Indeed, participants reflected on how they had started to leam
how to manage intense reactions to clients. The researchers argue that this provides

justification for training courses to prioritise learning about and coping with internal
emotional reactions (Hill et ai, 2007).

During the 15 week course, participants expressed positivity towards their training
due to experiencing some improvement in their therapeutic skills, increased
confidence in their abilities, reduced anxieties and feeling more comfortable in their
role as psychotherapists (Hill et al., 2007). Trainees began to realise and felt
comforted by an understanding that there was no single or 'right' way to deliver

therapy. This 'developmental' shift helped them to focus more on their clients
within sessions. Over time trainees described feeling more able to connect with
clients.

Participants discussed the importance of individual supervision in facilitating their

development. Helpful supervisory behaviours identified by participants included
directive and didactic approach, which has been recognised, within the broader

supervision research, as being particularly helpful for novice therapists (Borders,

1990). Positive feedback such as reassurance, empathy, and empowerment to

develop answers were considered helpful to their development. It is possible that

positive feedback is beneficial in buffering therapists from self criticism. Feedback
that was perceived as specific and constructive helped participants to consider

changes to their practice.

Participants highlighted the importance of supervision that encouraged exploration
of concerns regarding becoming a therapist, or of personal issues, to further enhance
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their learning. Difficulties that were experienced in supervision were safely resolved

provided that supervisors were aware of conflict and negotiated the relationship and
addressed concerns. The researchers propose that one to one supervision alongside

learning new skills provides tailored support to an individual's needs.

Hill et al., (2007) study has some implications for the early adjustment of

multisystemic therapists. Newly appointed multisystemic therapists typically have

varying degrees of previous training and experience of using other psychological

approaches. However, they could be referred to as 'novice' therapists in that they
are likely to require teaching and practice in leaning the model and associated

techniques in assessment, formulation and intervention. Therefore, newly appointed

multisystemic therapists may experience anxiety in learning new skills and having to

unlearn or inhibit other skills that are incongruent with the post. In doing so,

therapists may become increasingly self conscious and self critical when trying to get

it 'right'. Developmental models propose that staff can be at varying levels of

competency and therefore occupy the role of novice and 'expert' simultaneously in
different areas (Stoltenberg et al. 1998).

This study makes reference towards the type of support found to be helpful to

participants, which may also inform and generalise to therapists using other forms of

therapy. Their feedback highlights the important role that supervision has to play in

alleviating anxiety and facilitating growth via didactic instruction; empowering

therapists to generate their own solutions; discussion of broader role development;
clear roles and expectations between supervisor and supervisee; and with open

communication to resolve conflict.

Qualitative studies within the therapeutic approach of Narrative Therapy have held
similar aims of exploring experiences of learning and using therapy as a means of

considering ways to improve clinical practice. O'Connor et al., (2004) conducted an

ethnographic approach study in order to shed light on the experiences of narrative

therapists within a paediatric and child psychiatry service. Their particular focus of

study was on exploring experiences within a newly established narrative therapy
team with multidisciplinary staff with varying experiences of working as a narrative

therapist (ranging from four months to four years). In contrast to the research carried
out by Hill et al., (2007), their results appear to capture therapists' experiences
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within therapy sessions in using the approach with clients rather than across their
broader development within the time frame of the study. Additionally, there is a

limited focus on participants' inner experiences as is discussed in the study by Hill et

al., (2007).

The model of narrative therapy studied within this research draws on social
constructionism and postulates that humans construct stories to make sense of their

experience (O'Connor et al., 2004). In essence, some stories become dominant and
drive interpretations of experience. Individuals also hold less dominant stories
which are occasionally used to interpret their realities. Difficulties are encountered
when problems are embedded in dominant and unhelpful narratives, which prevent

individuals from contemplating and experiencing success. Narrative therapy
therefore seeks to facilitate the client's ability to discover their alternative and less
dominant stories through a variety ofmeans.

Within this study, the team used several different methods including use of a

consultation or reflecting team. Consultation teams involve multidisciplinary team

members observing a session behind a one way mirror and providing insights to the

therapist for them to feedback to clients. Alternatively, a reflecting team involves a

multidisciplinary team joining the therapist and client at the end of a session and

providing their insights directly to the client.

The researchers propose that initial excitement may be typical for therapists at the

beginning stages of using a new approach or within a new team. In describing their

experience, participants appear to display a strong belief in the model and
enthusiasm for its use and effectiveness for clients. Participants view the model as

respectful and empowering towards clients as it recognises their capacity for change
and avoids the use of diagnostic labels. Enthusiasm also appears to stem from

having experienced success in sessions with clients. Participants felt that the

approach removed a sense of burden from therapist and families. It is possible that
this may be due to an ethos of shared responsibility and collaboration between

professionals and clients and from the narrative approach where problems are

externalised outside of the clients. Feedback suggests that therapists benefitted from

exposure to different perspectives which helped to identify 'unique outcomes' for
clients.
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The researchers captured a sense of ambivalence towards the use of consulting and

reflecting teams for therapists. It was acknowledged that these teams were able to

provide a multidisciplinary perspective, provide valuable insights on individuals'
abilities and facilitate the learning process. However, there was also recognition that
the consulting teams were overwhelming for therapists due to the limited time to

both absorb and process information and to reflect and feedback to clients. Some

therapists argued that the feedback was not always used by the clients as they were
too overwhelmed to increase clarity.

The researchers report that participants experienced limitations in using the narrative

therapy approach. Experience alerted them to the large number of staff required and
time commitments involved in such an approach. Comments were also made

regarding the specialised education and training that would be required to continue to

build on their practice. Skills required were deemed challenging for therapists who
did not consider storytelling to be part of their natural skills repertoire.

In addition, there was recognition that narrative therapy and its emphasis on multiple
narratives had been difficult to apply when working with clients who had

experienced family violence. In this instance, therapists had changed their approach
from exploring multiple perspectives to viewing one dominant perspective that

emphasised the detrimental effects of family violence. The researchers suggested
that therapists may be too early in their learning to be able to adjust their therapeutic
skills and that other therapeutic approaches may be more suitable for certain clients

(e.g. family violence).

O'Connor et al., (2004) study on narrative therapy may shed some light on factors
that influence multisystemic therapists' experiences due to similarities between both

therapeutic approaches. Both approaches advocate a multidisciplinary team

approach and adopt a strength focused and empowering theoretical framework.
Further to this, the focus of O'Connor et al., (2004) study and the current study
utilise similar time frames of analysis by focusing on therapists' early adjustment.
Should O'Connor et al., (2004) be accurate in their interpretation, then newly

appointed multisystemic therapists may show high levels of enthusiasm and
demonstrate reluctance to criticise the approach due to being in the beginning stages

of adjustment. Enthusiasm may also stem from an appreciation of the empowering
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and non diagnostic approach of the multisystemic therapy model. In line with Hill et

al., (2007) participants benefitted from experiencing success, which served to

increase their belief in the approach. It appears appropriate to anticipate success, or

lack of success, to act as an influencing factor on participants' experiences ofMST.
Further to this, multisystemic therapists may appreciate exposure to different

perspectives within group supervision and consultation.

O'Connor et al., (2004) suggest that potential difficulties may arise from feeling
overwhelmed in supervision and consultation due to receiving multiple feedback
from team members and when learning to develop skills that do not match personal

strengths. According to their study, adapting the approach to fit all difficulties may

prove problematic in the early stages of their development. Although, it may be

argued that intensive weekly supervision and consultation would assist therapists' to

adapt their therapeutic skills to all clients referred.

Interest in exploring the clinical parameters of an approach also extends to whether
interventions can be used within other cultural contexts. Naeem et al., (2009) carried
out a study exploring the applicability of CBT in Pakistan and whether the central
tenets and techniques of CBT translated to patients attending outpatient

appointments for depression. Five psychologists were interviewed on their

experiences of implementing CBT within both state and private practice, and the
data were analysed using thematic analysis.

Participants reported significant difficulties in trying to deliver CBT for a variety of
reasons. Firstly, patients reportedly held different beliefs regarding mental health
and the relationship between patient and professional that were incongruent with the
CBT model. Further to this, organisational factors impacted on the psychologists'

ability to implement CBT as intended. For example, psychologists were not

consistently able to offer one hour appointment sessions due to the high number of

patients seen each day and patients had to travel extensive distances for

appointments due to lack of service provision. This study, although conducted in a

different cultural context from Scotland, highlights that therapies do not

automatically translate to different cultures and contexts.
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Research into therapists' experiences of using psychological interventions has also
served the function of helping to define the nature and aims of a particular type of

therapeutic approach. For example, Wilkes and Milton, (2006) qualitatively

explored six existential psychotherapists experiences of their practice and their

conceptualisations of the approach using IPA (Smith, 1999). The results suggested
that there were differences and similarities in understanding and practice. A

commonality was evident in the importance given to the relationship between

therapist and client. The relationship with each client is central to therapists'

experience and to the therapeutic modality. Therapists must listen with an 'open

mind', as one participant described, without imposing assumptions onto the clients

experience, which was described as demanding on the therapist.

Differences were evident between participants' conceptualisation of the concept of

'technique', which generated differences in opinion regarding its meaning, degree to

which therapists used it and how they felt about it. This implies that therapists hold
different conceptualisations of existential psychotherapy and as a result may practice
in different ways. For some participants, technique underpinned their engagement
and exploration style whilst others rejected it as irrelevant to their practice.

It is unlikely that the results of this study will inform and transfer to the experiences
ofmultisystemic therapists in their early adjustment. Indeed, the aim ofWilkes and
Milton's (2006) study was to provide information specific to existential

psychotherapy only. There are numerous differences that exist between an approach
such as existential psychotherapy and MST. For example, the developers of MST
intended for MST to be used consistently, as far as possible, across therapists and
sites. Additionally, multisystemic therapists are required to plan and direct sessions
with a strong emphasis on technique as well as the relationship.

In summary, there appears to be a limited number of research studies examining the

qualitative experiences of using other psychological approaches. Studies have
identified this as an important area to research in order to understand the

developmental needs of staff; to inform training courses and support mechanisms; to
understand applications to different cultural contexts and to help define the nature of

therapeutic approaches. From the studies summarised, some important points

emerge related to developmental needs of therapists learning a new approach;
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appropriate forms of support for novice therapists; and strengths of working within a

multidisciplinary team. However, it must be noted that none of these studies directly
inform our understanding of the early adjustment experiences of multisystemic

therapists due to the inherent differences between approaches. Additional insights
will be sought from consulting the literature on a variety of different topics to

provide a theoretical framework and add additional meaning to the results of the

present study outlined in Chapter 3.
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The current study aims to explore the adjustment experiences of newly appointed

multisystemic therapists working with young people who display anti-social
behaviour. Exploration of staff experiences of becoming a multisystemic therapist,

using a qualitative design, may shed some light on their experiences without

imposing pre-existing hypotheses and potentially highlight areas for additional

support to aid the process of this intervention. Additionally, focusing on staff

experiences may inform our understanding of potential barriers to adherence, outline
the potential early Adjustment process, and further raise awareness of issues
involved in the transferability of evidence-based treatments.

1.2.1 Research Aims

The aims of the present study are outlined below:

• To explore staff experiences of becoming a multisystemic therapist

• To explore multisystemic therapists' experiences of working within a newly
established MST team for children/adolescents with anti-social behaviour

• To establish a theoretical understanding of becoming a multisystemic

therapist within a newly established MST team

1.2.2 Research Approach

It was appropriate to employ qualitative research approach due to the exploratory
nature of the research aims. In contrast to quantitative approaches, qualitative

approaches are not concerned with measurement (Denzin, & Lincoln, 2003).

Instead, qualitative approaches aim to capture participants' experiences and

subjective meanings. Constructionist Grounded Theory (CGT) was selected in order
to explore subjective experiences and opinions of participants. It is hoped that the

7
Adjustment, for the present purpose, is broadly conceptualised as the process that underlies the

internalisation of a new role or state ofbeing.
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study will provide a theoretical understanding that captures the processes involved in
the adjustment to becoming a multisystemic therapist. In this respect, CGT appears a

suitable method as it provides guidance on data collection and analysis in an attempt

to develop a theoretical understanding that stems directly from the data, rather from

pre-existing theories or personal assumptions of the researcher (Charmaz, 2003). A
fuller account of CGT will be provided in Chapter 2.
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1.3 Review of the Literature

This chapter will now move to consider some of the literature relevant to the current

study. Awareness of the literature was confined to research within MST and EBP

until completion of data collection and analysis. The researcher therefore avoided

consulting the extant literature to try to reduce as far as possible external influences

during the data collection and analysis. It is impossible to enter into the research

process in a state of 'tabula rasa'-, however, delaying the literature review

encourages the researcher to refrain from overtly forcing participants narratives into

pre-conceived categories and encourages the researcher to communicate their own
ideas (Charmaz, 2006).

1.3.1 Theories of stress, coping and burnout

There is acknowledgment within the literature that change, regardless ofwhether it is

perceived as positive or negative, is associated with stress (Jetten et al., 2010). It
therefore appears relevant to outline prominent theories of stress, coping and
burnout.

1.3.2 Stress and Coping: Cognitive Appraisal Model

A prominent generic model of stress and coping that has been applied to a range of
situations and is commonly referred to in this body of literature is the 'cognitive

appraisal' theoretical model (Folkman, 1984; Lazarus & Folkman, 1984; Folkman,

2009). This model defines stress as occurring when an individual assesses a

situation within their environment as being demanding and exceeding their internal
and external resources (Folkman, 1984; Lazarus & Folkman, 1984; Folkman, 2009).
In determining whether a situation is stressful, individuals engage in two cognitive

appraisal processes: primary and secondary appraisals. Folkman, (1984) defines

primary cognitive appraisals as the process of evaluating whether a situation is
stressful in terms of whether it represents a 'threat', 'harm/loss' or 'challenge'.
Situations that are deemed 'threatening' refer to appraisals that assess impeding
harm or loss, whereas 'harm/loss' refers to damage that has already occurred such as

loss of self-esteem. In contrast, appraisals of challenge reflect potential rewarding
and positive aspects of encountering something new. This conceptualisation is part

of the cognitive tradition that recognises the potential for individual differences
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across similar situations. Folkman (1984) explains that the type of appraisal formed
is influenced by the level of perceived control over the potentially stressful situation,
as well as the level of commitment and importance placed on the event. For the
most part, when individuals perceive an important situation as being out with their
control then appraisals are more likely to be of threat or harm/loss.

Following the primary appraisal process, individuals engage in secondary appraisals
where they evaluate their coping resources and options, which are important when
there is an appraisal of threat, harm/loss or challenge (Folkman, 1984; Lazarus &

Coping, 1984). Coping strategies employed reflect cognitive or behavioural attempts
at gaining control, or tolerating the stresses caused by internal/external demands

(Folkman, 1984; Lazarus & Folkman, 1984). Coping strategies used in most

stressful situations are broadly conceptualised as falling into two categories of
emotion-focused coping and problem-focused coping (Compas, Orosan & Grant,

1993; Folkman, 1984; Folkman & Lazarus, 1984).

Folkman (1984) suggests that both forms of coping are used under stressful
situations but that the level of perceived controllability is an important determinant
in the effectiveness of these strategies. Problem-focused coping is thought to be
relied on more heavily when an individual perceives themselves as having some

control in a situation (Folkman, 1984). Conversely, emotion-focused coping is more

heavily relied on when appraisals suggest that there is limited room for change in a

situation (Folkman, 1984). The function of emotion-focused coping is therefore to

reconceptualise the meaning attached to the stressor to regulate emotional distress

(Folkman, 1984; Lazarus & Folkman, 1984; Garnefski, Kraaji & Spinhoven, 2001).

From this perspective, emotion-focused coping includes strategies such as reducing
the worth or value of the stressor by focusing on positive gains from unpleasant
situations (Silverman & Wortman, 1980a), and engaging in positive comparisons by

focusing on others who are perceived as being less fortunate (Taylor, Wood, &
Lichtman, 1983). Rothbaum et al. (1982) identified a further form of emotion-
focused coping known as 'secondary control', which characterises attempts to 'flow
with the tide' and accommodate oneself to stressors evaluated as uncontrollable.

Examples of secondary control include: 'illusionary control' where individuals align
themselves with a dominant party to share in control exerted; 'vicarious control'
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whereby individuals gain a sense of control from association with dominant others;
and 'interpretative control' where individuals search for meaning and understanding.

1.3.3 Burnout

Professional Burnout is a form of work related stress considered to occur when an

individual is exposed to prolonged emotional, interpersonal or work demand
stressors within the work place (Maslach et al., 2001). Burnout is characterised by
three symptoms, which include 'emotional exhaustion', 'cynicism' and 'inefficacy'

(Maslach et al., 2001).

The job demands-resources model (JD-R; Demerouti, et al., 2001) has been one of
the central models used to explain 'strain' which is a broad term used to denote

psychological, behavioural or physiological reaction to stress. According to this

model, burnout is more likely to occur for individuals who experience work related
demands as exceeding their available resources (Maslach et al., 2001). Rubino et al.

(2009) draw on this framework as well as the literature on 'person-environment fit'

(P-E) to hypothesise the processes involved in the development of the three

symptoms of burnout. P-E literature implicates the fit or compatibility between the

person and their environment with reference to their characteristics, preferences or

values (Ehrhart & Makransky, 2007).

From this perspective, emotional exhaustion is hypothesised as occurring from a

poor 'fit' between an individual and their job, which requires additional energy,

time, and effort. Ongoing intensive effort increases the risk of depleted resources

which leads to exhaustion. Working in a job where abilities and values do not fit

may, overtime, lead to unpleasant feelings and attitudes including cynicism

regarding the importance of their job and effort (Naus, van Iterson & Roe, 2007).

Finally, poor fit between abilities and values and the post may prevent the

development of competence and expertise, increasing perceptions of inefficacy.

1.3.4 Stress, coping and adjustment: Integrated Social Identity Model
of Stress and Group Formation

Research within the area of social psychology has expanded on Lazarus and
Folkman's (1984) model of stress and coping to include the influence of social

identity on primary and secondary stress appraisals. Social identity refers to an
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individual's sense of self as defined by their membership in a group (Tajfel &

Turner, 1979). It has been argued that individualistic interpretations of stress and

coping are helpful in understanding adjustment to change, but that they only tell part
of the story of 'group-based processes grounded in the dynamics of social identity'

(Jetten et al. 2010, p 155).

Within the 'Integrated Social Identity Model of Stress' (ISIS) it is hypothesised that

group membership has the potential to influence the appraisal of a potential stressor

(Levine & Reicher, 1996). This process is described by referring to the processes of
'social identity salience' and 'social influence'. Within the context of stress, 'social

identity salience' refers to attributing something to be more stressful if it threatens an

attribute associated as being important within the group membership (Jetten et al.,

2010). The theory of 'social influence' suggests that individuals are more likely to

appraise potential stressors in line with fellow in-group members' views than those

expressed by out-group members (Haslam et al., 2004). In-group members are

considered to hold valid and trustworthy opinions, more so than out-group members.
This theory therefore proposes that stress appraisals are socially mediated and

dependent on group membership (Jetten et al., 2010).

Additionally, the researchers argue that the role of social identity and group

membership can determine whether individuals are able to receive and benefit from
social support as a resource to protect against stress (Haslam et al., 2004; Levine &

Reicher, 1996). The role of social support on buffering the impact of stress has been
discussed by many researchers (see Thoits, 1982); however, the ISIS hypothesises on
the conditions that lead to the ability to access this support. Within social

psychology research, there is evidence to suggest that increased social identification
is associated with reduced stress (Jetten et al., 2010). Therefore, provided that
someone identifies with and assumes in-group status, social support that they are

likely to seek and respond to will act as a protective factor against stress (Jetten et

al., 2010). The researchers also note that the mere notion that support is available
serves to protect against threat and evokes the protective factors of group

identification.

In context of adjustment to change, Jetten et al. (2010) argue that change, regardless
of whether it is considered to be positive or negative, has the potential to be
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perceived as stressful. Change is therefore viewed as stressful when it affects 'self
definition' or how we view ourselves more than the nature of the actual change itself

(Jetten et al., 2010). Identity loss occurring from such change can be buffered when
individuals are willing and able to accept their new identity within a group, which

provides 'grounding' and a sense of belonging (Jetten et al., 2010). This
identification with the new group allows them to receive new forms of social

support. However, should an individual struggle to identify with their new group

and self identity then they may withdraw from challenges and continue to 'live in the

past', leading to poor adjustment (Jetten et al., 2010). The authors suggest that
resistance to a new identity is more likely when an individual's new proposed self

identity is incompatible with their former self reducing continuity of past and present
identities (Jetten et al., 2002).

Reference to the literature on the processes inherent in group formation may shed
some light on processes that hinder connection to a group and in developing a new

social identity. The group model within MST includes group supervision and

consultation, which encourages sharing client conceptualisations and feedback and

ultimately the process of learning together. MST acknowledge the benefits of group

supervision and consultation in that participants are exposed to a broader range of

cases, are likely to learn vicariously, are likely to receive a variety of solutions from

multiple feedback and will develop an understanding of each other's cases required
for working 'on call' (Schoenwald, Brown & Henggeler, 2000). These positive
benefits are reported in the literature on group supervision (Linton & Hedstrom,

2006; Riva & Cornish, 2008).

Attending to group processes involved in clinical supervision is referred to as being a

central component in enhancing the experience and learning capacity of group
members (Fleming et al., 2010). Riva & Cornish (1995) refer to group processes as

including group cohesion, interpersonal relationships, group norms, giving and

responding to feedback, and trust. However, reports from the literature on group

supervision and general group formation indicate that these processes are often
overlooked in practice (Riva & Cornish, 2008; Schien, 1999). Fleming et al. (2010)

propose that this lack of emphasis may occur due to priorities being placed on EBP,
crisis intervention, ethics and case presentations, which are given priority over

attending to group dynamics.

Introduction 32



Making Sense ofMultisystemic Therapy
Schein (1999) describes a theory of group formation which attends to the role of

group processes. He argues that when groups initially come together they go

through a process of 'defining and maintaining boundaries'. This process involves
four overlapping stages that each group member must engage in before effective

group work can begin. During this initial process, group members arrive at the

group with 'self-directed behaviour' which are driven by personal concerns and
emotional reactions to the group. Concerns reflect questioning identity and role;

assessing power, control and influence within the group; establishing group goals;
and establishing acceptance and intimacy. In moving through these four stages,

group members establish how they are going to present themselves to other group

members, establish the distribution of power and control, establish group goals that
are agreeable to all and establish group norms around the optimal level of intimacy

required to feel comfortable and meet objectives (Schein, 1999).

This theory suggests that typical group formation involves an initial period of
tension and potential conflict that requires resolution. At this initial stage, group
members are more concerned with themselves and arrive at the group with emotional

responses that are there prior, or manifest during this 'sorting out' phase (Schein,

1999). Schein describes three typical emotional responses that group members are

likely to exhibit and lead to tensions and self-preoccupation. In summary, group

members may exhibit an 'aggressive response' (e.g. cutting people off during

conversation, ridiculing, arguing and ignoring others), a 'tender support seeking

response' (e.g. exhibited by looking for supportive alliances and avoiding conflict),
or the 'withdrawal or denial response' (e.g. observable by passivity, indifferent

response or withdrawing from emotions). These emotional responses will remain
until members have sorted out group dynamics and, therefore, progressed through
each of the four stages outlined previously (Schein, 1999).

Emotional responses as occurring within the group context has found support in a

qualitative study by Fleming et al. (2010) who reported that when emotions remain

unmanaged they hinder the ability to participate in the process of supervision and

consequently reduce learning. The implication of Schein's theory (1999) is that it

highlights the complexity of group processes that require careful management and
attention to prevent members rejecting the group. According to Fleming et al.

(2010) group members need to feel psychological safe in group supervision to learn.
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1.3.5 Reflection, Containment and Learning

Within the literature there has been much debate about the importance, function and
value of reflective practice on learning. Ruch (2005) argues that reflective practice
is an essential process in clinical practice that supports the understanding and

integration of each unique therapeutic encounter as well as different forms of
theoretical and practical knowledge within the workplace. Ruch refers to four types
of reflection, namely 'technical reflection', 'practical reflection', 'critical reflection'
and 'process reflection', which she contends are all essential for personal and

professional growth.

Firstly, 'technical reflection' is inherent in the EBP tradition where problem solving

approaches are used to solve specific issues that are typically situated in the here and
now from drawing on formal theory and research (Hatton & Smith, 1995; Cliff et al.,

1990). Secondly, 'practical reflection' emphasises the importance of learning from

practical experience and not simply from theory and research (Ruch, 2005). Thirdly,
'critical reflection' aims to challenge existing practice by questioning existing social,

political and cultural conditions that may constrain professional practice (Cliff et al.,

1990). Finally, 'process reflection' stems from the psychoanalytic tradition and
centres on conscious and unconscious processes that occur in practice within

relationships through processes of transference, counter-transference, projective
identification and mirroring (Ruch, 2005). This form of reflection attends to the
emotional impact of relationships on staff.

Ruch (2005) defines the necessary conditions for 'holistic reflection' to occur and in

doing so positions Bion's (1962) theory of containment at the centre. Ruch defines
three forms of containment: 'emotional containment'; 'organisational containment';
and 'epistemological containment'. The author argues that together they constitute
'holistic containment' required to facilitate reflective practice. 'Emotional
containment' refers to the model of Bion (1962). This form of containment

highlights the importance of secure relationships between individuals and their

colleagues, supervisors and managers. Relationships which are containing provide

space to think about difficult experiences in an attempt to make sense of and

integrate thoughts and feelings. Lack of 'emotional containment' is thought to

impair functioning, ability to think about anxiety provoking situations and to
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perform core tasks at an individual or group level (Ruch, 2005). This containment
allows people to move from thinking about their 'survival' when working in stressful
situations and allows them to think about their practice and relationships.

'Organisational containment' promotes managerial clarity within the context of

containing managerial relationships that encourages practitioners to engage the

organizational dimensions of their work. Finally, 'epistemological containment'
facilitates the integration of different sources of knowledge directing their practice.
This involves helping practitioners to engage in technical reflection as well as

practical and process based reflective practice. Colleagues are important in this
function as discussions within teams afford the opportunity to contemplate and

conceptualise a range of complex issues. Supervisors or team managers, however,
are in a position to oversee and promote this discussion. All forms of containment
have to occur at the individual and collective levels to ensure that reflective practice
is given priority and space to occur.
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2 METHODOLOGY

The following chapter outlines the methodology, including the associated theoretical

assumptions of the research approach, and the subsequent methods used to collect
and analyse data. Information on the participants, the research setting and the
researcher are discussed to set the scene for the constructed theory (set out in

Chapter 3). In addition, attempts to enhance the credibility of the research are

documented. Finally, the chapter finishes with a summary of ethical considerations.

2.1 Design

This study utilised a qualitative research design. Qualitative research is an umbrella
term for a collection of approaches that typically aim to explore and understand the

meanings that individuals attach to their experiences (Fossey, Harvey et al. 2002). A

defining feature of qualitative approaches is that they ask different questions to

quantitative research. Researchers adopting a qualitative approach are generally
interested in asking 'how' and 'why' events or experiences occur. In contrast to

quantitative approaches, qualitative approaches are not concerned with measurement

(Denzin, & Lincoln, 2003). As a result, data collection often involves obtaining
detailed verbal accounts (Morrow & Lee Smith, 2000). Therefore, the aims of the

study, as outlined in Chapter 1, were more suitably addressed by qualitative

methodologies and methods in order to capture participants' experiences of adjusting
to their role.

There are several different types of qualitative research that share commonalities and

emphasise the exploration of participants' experience. However, the researcher
selected the established Grounded Theory (GT) approach that was developed by
Glaser & Strauss, (1967) and is familiar to many health professionals as the most

common form of qualitative research (Barker, Pistrang & Elliot, 2002).

2.1.1 Grounded Theory

GT is a qualitative approach, which aims to develop a theoretical, rather than a

descriptive, conceptualisation or understanding of a phenomenon (Charmaz, 2003;

2006). In contrast to quantitative hypothesis testing methods, GT offers 'inductive'
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methods that aim to develop theories from the data, moving from the 'specific to the

general' (Charmaz 2003; 2006). This way, theory is 'grounded' in everyday
situations and events and is not abstract and removed from individuals' experiences

(Charmaz, 2003; 2006). GT produces 'middle range' theories that are abstract

conceptualisations of a phenomenon that remains 'grounded' in the data (Charmaz,

2006). This can be contrasted to 'formal' theories, such as Marxism, which may be
informative yet have no direct connection to analysed data (Charmaz, 2006).

Despite being established, there is much debate about the how to apply GT. There
are several permutations of GT and that different forms are dependent on the

ontological and epistemological assumptions of the researcher (Mills et al, 2006).
Glaser & Strauss's (1967) 'Classical GT', as it is sometimes referred to, appeared to

claim that GT would detect the theory that was hiding within the data waiting to be
found (Charmaz, 2003; 2006; Mills et al., 2006). Their 'realist' and 'positivist'

position, in line with quantitative research, advocated that there was one universal

theory that fitted the data and that it was 'discovered' during analysis. This position
advocates that there is an external and objective reality shared by the participants
that directly maps onto real life. From this perspective, the 'discovered' theory
should be applicable to all individuals in a similar situation and is therefore

immediately 'generalisable' to others in a similar situation (Mills et al., 2006).

Several qualitative researchers have criticised the positivist assumptions held and

implied within this approach. Since Glaser & Strauss's (1967) original position,
different researchers have developed GT in different directions (Mills et al, 2006;

Charmaz, 2006)

2.1.2 Constructionist Grounded Theory

Constructivist GT (CGT), as made explicit by Charmaz (2003, 2006), was developed
from social constructionist or postmodern critiques of classical GT (Charmaz, 2006).
In contrast to classical GT, Charmaz (2006) argues that there is no external reality
outside of the participant and that there are multiple realities instead of one objective

theory that is discovered from the data. Drawing on the 'Constructivist' approach,
Charmaz (2006) believes that participants' understanding of a situation or event (or

knowledge in general) is shaped from personal experience, previous beliefs and more
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importantly from social interaction. Knowledge is historically and culturally situated
and sustained by social processes (Burr, 1995).

Berger and Luckmann (1966) proposed that knowledge becomes 'reality' through
the process of 'externalisation', 'objectification' and 'internalisation'. Individuals
'externalise' meaning through acting, which subsequently becomes 'objectified'
when this is mimicked or discussed and is put 'out there'. This in turn, over time, is
'internalised' as a form of 'truth'. This theory illustrates how knowledge may be

shaped and how it may differ between individuals, between cultures and over time;

dependent on cultural reference and source of knowledge.

As active agents, meaning and understanding are 'co-constructed' by the researcher
and participant together (Mills et al 2006). The researcher and participant construct

meaning as they would in everyday interactions. The researcher is part of the

process rather than a scientific observer and co-constructs meaning with the

participants. The researcher cannot know participants realities and instead interprets
their meaning and constructs an interpretation (Charmaz, 2006).

Researchers who advocate a social constructionist approach claim that it is

impossible to remain outside of the research (Ashworth, 2003; Charmaz, 2003;

2006). Researchers inevitably interpret participants' narratives based on their own

standpoint and experience. They therefore have to be aware of their own contribution
to the research and how this may influence the research process and interpretation of
the findings. Researchers should be mindful of how their beliefs, experiences,

values, interests, social identities, politics and wider interests influence research

('personal reflexivity', Burr, 1995). The research is therefore a joint product of the
'researcher' and the 'researched' (Ashworth, 2003). The impact of the researcher's
own interpretations on the research highlights the importance of self reflection and

analysing the analysis (Ashworth, 2003). As a result, reflexivity is a central feature
of the design.

A constructivist approach raises an important issue with regards to the purpose of
research and limits of the resultant theory. The aim is to construct a set of

hypotheses and concepts that other researchers can 'transport' to similar research

problems in order to provide an understanding and 'useful' way of viewing a
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situation or event (Charmaz, 2006). The theory does not aim to capture an 'objective

reality'.

CGT approach was considered appropriate for this research study. It is the
researcher's opinion that the concept and process of adjustment is socially
constructed and is likely to vary between individuals, groups, cultures and across

time. Hence, the researcher was also interested in exploring what the adjustment
meant to each participant. The researcher was also aware that there were differences
between staff members, including professional training and experience, which

suggested that there would be multiple perspectives and experiences of adjustment to
MST.

Within the CGT method, different strategies have been developed in order to

facilitate the development of a theoretical understanding or 'core concept'. Firstly,
researchers are advised to engage in 'simultaneous data collection and analyses'

(Charmaz, 2003; 2006). This encourages the researcher to remain focused on issues

pertinent to participants by clarifying and investigating issues further rather than
from preconceived ideas that shape the interview questions at the beginning of the
research (Charmaz, 2003; 2006). This also reduces the collection of unnecessary and
unfocused data (Charmaz, 2003; 2006). Secondly, review of the literature is
recommended to be carried out on completion of data analysis to reduce the
influence of prior assumptions on participant's narratives (Glaser, 1978). Thirdly,
the 'constant comparison' method advocated within GT, facilitates the development
of theory by continually comparing data within and between participants narratives
for similarities and differences (Charmaz, 2006). Finally, researchers are also
advised to carry out 'theoretical sampling' in order to guide the selection of

subsequent participants and to ask questions that are not identified at the beginning
of the research. 'Open sampling' is advised initially to obtain different perspectives

by interviewing a diverse range of participants, where possible (Charmaz, 2003).

Subsequent participants are selected on the basis that they are able to add insight to
constructed categories.

The reasons for selecting CGT, rather than another qualitative research method, were
threefold. Firstly, open coding and simultaneous data collection and analysis

encouraged the researcher to try to remain focused on participants narratives rather

Methodology 39



Making Sense ofMultisystemic Therapy
than on personal experience of working as a Specialist Psychological Practitioner
with adolescents with anti-social behaviour and, more broadly, in delivering

therapies. Secondly, other qualitative approaches, such as IPA, lend themselves to a

more 'local' understanding of individual participant's experiences rather than a

broader yet meaningful understanding that encapsulates a range of experiences with

relationships between concepts (Dallos & Vetere, 2005). The well established nature
of GT also appealed to the researcher due to being able to read about and learn from
others' experiences ofusing this approach.

2.1.3 Sampling

The researcher was interested in meeting with, and learning from, a specific group of

individuals, namely multisystemic therapists and supervisors. Therefore, the 'initial

sampling criteria' was to invite all multisystemic therapists and supervisors in from
both teams in Scotland to participate (Charmaz, 2006). Due to the small number of

potential participants available the researcher aimed to interview all participants who

agreed to take part in the research. The researcher placed equal weight on all

participants regarding their views and what they could contribute towards the
research. However, the researcher decided to commence the research by

interviewing one particular participant due to their high level of experience in using
different therapeutic approaches, working with different staff groups and working
within different service structures. It was anticipated that this would aid the iterative

process ofCGT by identifying issues to be discussed with subsequent participants.

It is common practice in CGT to employ 'theoretical sampling', in order to shape
issues explored in subsequent interviews that were not identified at the beginning of
the research (Charmaz, 2006). This method is also considered to increase 'data

saturation', which occurs when no new information is obtained from interviews

(Charmaz, 2006). It was not possible to use theoretical sampling due to the limited
number of therapists in Scotland, and therefore, the limited number of participants to

select from. However, it is important to note that the researcher was able to naturally
follow up the views and experiences that were unfolding across interviews and
access negating accounts due to the natural variability between participants in terms

of experience, professional training and age.
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Seidman (2006) suggests that the concept of 'sufficiency' is also important to

consider during the sampling process. Sufficiency refers to ensuring that there are

enough participants included within the analysis to capture the range of participants
that are likely to make up the population (Seidman, 2006). Given that the researcher
interviewed nine participants from the ten staff members working for MST in

Scotland, the sample appeared representative of the Scottish population. It is further

hypothesised that the sample is likely to be representative of therapists working
across the UK, as well as future therapists in Scotland, due to high level of

variability between therapists with regards to their professional training and age.

2.1.4 Participants and inclusion criteria

Nine out of a possible ten participants were interviewed. Seven were newly

appointed multisystemic therapists who were working within two recently
established teams within Scotland. It was important to include multisystemic

therapists given that they were experiencing the adjustment process first hand. All

multisystemic therapists had been in post for approximately six to nine months

during the period of interviewing. Multisystemic therapists are recommended to

have at least a Masters qualification. The participants varied with regards to their

professional background and included professionals from social work, nursing,
clinical psychology and community education. Further variation was evident in

length of employment history post professional qualification, with some participants

being newly qualified (two years post qualification) whilst others had worked within
their previous professions for several years.

In addition to interviewing multisystemic therapists, the researcher interviewed two

newly appointed multisystemic supervisors who were involved in supporting

multisystemic therapists. The researcher concluded that obtaining views from

supervisors would provide additional perspectives on therapists' adjustment and

8 The researcher is unable to provide detailed demographic information on participants due to the
limited number ofMST therapists and supervisors working in Scotland, which may cause participants
to be more easily identifiable.
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therefore provide a more in-depth understanding (Dallos & Vetere, 2005).

Supervisors are recommended to have a doctoral qualification and may be recruited
from a variety of different professional backgrounds. All supervisors had been in

post for approximately six to nine months during the interview process.

It is important to note that all participants will be referred to as female in subsequent

chapters to preserve anonymity, given that there are fewer males working for MST in
Scotland.

Participants were not excluded on the grounds of race, gender, age or sexual

preference.

2.1.5 Recruitment of Participants

Recruitment of participants from two teams within different geographical areas in
Scotland was considered advantageous in that it potentially allowed the researcher to

gain a broader insight into experiences across different sites. Invitation letters,

participant information sheets and reply slips were sent to MST supervisors to

distribute to each member of their team, including themselves. Potential participants
who wished to take part were asked to send their reply slip to the researcher.

Participants were then contacted by the researcher to arrange a time to meet. They
were informed that they would be asked to read and sign the consent form and would
be given an opportunity to ask any questions that they had regarding the study and
their involvement.
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2.2 Research Setting

In qualitative research, it is important to provide information on the research context

with regards to the setting in which the participants are based and relevant issues that

may shape their experience. Setting the theory that emerges in context enhances the

meaningfulness of their experience and allows readers to assess the parameters of the

theory and whether it may apply to other contexts (Charmaz, 2006; Morrow & Lee

Smith, 2000). It is important to highlight any issues that are occurring within the
research context, which may help to interpret the experiences of therapists.

2.2.1 MST Services in Scotland

The MST Services in two geographical areas in Scotland were introduced in

September 2009 to work intensively with children and adolescents from the age of
12 to 17 years of age where there is risk of family breakdown, due to factors such as

severe family conflict and offending behaviour. Referrals to MST services include
children and adolescents with conduct problems. In addition to this, some of the
families referred for MST are considered to have multiple needs and a poor history
of engagement with services. There are no exclusion criteria, apart from sexualised
behaviours and suicidal ideation.

Multisystemic therapists acknowledge that change at a systemic level is more likely
to lead to sustainable change. Therefore, therapists engage parents and siblings and
extended family members where appropriate. Therapists adopt the role of the case

holder whilst engaging with key services in the child and family's life, including
schools and social workers.

A further common experience, shared by both services, is that they have been set up

during a time when there are current financial difficulties across Scotland. Apart
from providing an important service for families, it is anticipated that the service will

prove cost effective by reducing the number of children becoming, and remaining,
accommodated. This information may appear relevant when trying to make sense of

participants' experiences of adjusting to their role.
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2.2.2 MST Service One

Service One is an MST service within a council social work department led initiative
and multisystemic therapists are based within a social work service alongside the
Youth Justice Service. Referrals are received from social workers in the Youth

Justice Service, Looked after Children Teams (LAC) and Children and Families
Social Work Services.

Anecdotal reports suggest that Service One has received a high number of referrals
due to pre-existing services being unable to work as intensively with families to try

to prevent breakdown. Additionally, anecdotal reports indicate that there are

conflicting expectations ofwhere the service fits within the broader service structure

and what it should offer for families and for other professionals.

2.2.3 MST Service Two

Service Two is situated within a joint health and social work framework. Unlike
Service One, Service Two is situated alongside other intensive services that provide
interventions to families where there is a serious risk of family breakdown and
conduct problems or offending behaviour.
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2.3 About the researcher

In carrying out qualitative research, researchers are encouraged to be reflexive in
order to consider aspects of the researcher that may have influenced the

interpretation of the research (Charmaz, 2006). Declaring personal responses and

assumptions that relate to the research may help to shed light on the context from
which the data were interpreted.

The researcher is a Scottish female, in the final year of a five year flexible clinical

psychology training course. As a course requirement, the researcher has worked in
several placements across the lifespan, with individuals, families and systems, and
used different treatment approaches. Although the researcher has never trained in

MST, or worked as a multisystemic therapist, it has been helpful reflecting on

adjustment experiences throughout training to explore personal responses to change,
as well as on different therapeutic modalities and interpersonal relationships.

On reflection, adjustment experiences have been aided by feeling supported and by

working with colleagues or supervisors that have been emotionally containing and
accessible. The development of positive working relationships has been a central
factor in encouraging and maintaining enthusiasm and in working through
difficulties. Being able to discuss difficulties or anxieties, as well as personal

strengths or progress, has been extremely helpful in facilitating problem solving and
an honest and pro-active approach to work. It has been helpful and reassuring for

colleagues/supervisors to acknowledge that difficulties and mistakes are inevitable
and to feel supported in learning from them.

The researcher has valued non-prescriptive supervision that emphasises personal

reflection, and this has allowed discussion of clinical experience and theory, as well
as practical skills. The process of reflection has facilitated learning and

generalisation of skills.

The researcher has responded positively in relationships where strengths have been

recognised, as well as being encouraged to learn new skills. Being perceived as

capable has increased the researcher's confidence, and therefore, improved her

ability to perform and learn new skills. Having a degree of autonomy has facilitated

adjustment, and allowed her to develop a personal style ofworking, whilst remaining
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within the agreed or implied parameters of the role. In addition to this, having skills
that match the post, and are appreciated, has facilitated adjustment. The researcher
also responded well to receiving clear guidance and knowing what was expected of
her.

The researcher's experience of training has, in many ways, differed from the

requirements of the MST model and quality assurance system. In working with

clients, the researcher has selected the appropriate treatment approach for an

individual based on several factors: the nature of their difficulties; their preferences
and goals for treatment; and the associated evidence base and theoretical literature.
This involves recognising the merits and limitations of a variety of different

therapies and treatment modalities, as it is the researcher's opinion that different

therapies are designed to impact on different issues, for different people at different

points in time. In contrast to this, the researcher has also experienced placements
where she has been encouraged to remain faithful to one approach, and is aware that
this facilitates competence of an approach and a cohesive ethos within the team.

Upon reflection, it is apparent that the researcher's experience differs in some ways

from the requirements of MST and that, for the researcher, adjusting to this model

may involve learning to remain focused on one approach for assessment, formulation
and intervention. The researcher has tried to refrain from assuming that others will
have had a similar experience, therefore remaining open to varying perceptions and

experiences expressed by the participants.
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2.4 Procedure

2.4.1 Pilot interview

A pilot interview was conducted prior to data collection with a Clinical Psychologist
who had recently commenced a new post and was experienced in using CGT. The
researcher was therefore able to use the interview schedule and ask questions

concerning adjustment to their new post. The purpose of the pilot interview was to

practice interviewing, including asking open ended questions and exploring and

following their narratives. Constructive advice was sought on the interviewing style
and technique. Feedback from the pilot interview suggested that the researcher had
clarified too many of the interviewee's responses in an attempt to refrain from

imposing personal beliefs onto the narrative. Further to this, the researcher at times
directed the nature of the interview by indicating that some responses were more

important than others, leading the interviewee to elaborate on issues perceived to be
of interest to the researcher. The pilot interview was also helpful to provide an

opportunity to practice using the audio equipment.

2.4.2 Data collection

Interviews with multisystemic therapists and supervisors constituted the source of
data collection. Interviews fit well with the CGT approach, allowing the researcher
to explore and analyse data prior to conducting subsequent interviews. As is
common in CGT research, semi-structured interviews were used with participants to

facilitate an in-depth discussion of their experiences. Charmaz (2006) recommends
that interviews, from a constructivist perspective, should encourage participants to

discuss their interpretation of their experiences at length. In this style of interview a

minimal number of broad and open-ended questions are devised in order to provide a

framework whilst maintaining flexibility and encouraging participants to direct the
interview (Charmaz, 2006; Silverman, 2000). In line with Glaser's (1992)

recommendations, general questions were used instead of focused specific questions
in order to avoid theory verification.

A typical open question was 'How have you experienced adjusting to your role as a

multisystemic therapist?' In accordance with CGT, interviews were analysed and
these shaped subsequent interviews. For example, subsequent participants were
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informed that responsibility and accountability had been discussed. Subsequent

participants were asked what this meant to them.

The researcher and participants have equal status and, as mentioned, co-construct

interpretations of experience (Charmaz, 2006). The researcher was keen to elicit

participants' definitions of adjustment and other important issues that arose, so as to

explore subjective meanings (Charmaz, 2006). In accordance with reflexivity, the
researcher reflected on the interviewing style and recorded areas for improvements
for subsequent interviews.

Two interview schedules were developed in order to provide some focus for initial
interviews and to orientate each participant to the research topic. This is particularly
advisable for novice qualitative researchers (Charmaz, 2006). Please refer to

Appendix 3 for a review of the interview schedule for multisystemic therapists and

supervisors respectively. In summary, the researcher asked general questions about

participants' experience of becoming a multisystemic therapist. MST supervisors
were asked to reflect on therapists' experiences ofworking within the MST model.

Participants were informed that interviews could be held at their place of work or an
alternative venue of their choice. All participants had chosen to have their interview
at their place of work. Interviews took place between March 2010 and May 2010.
At interview, participants were asked to read and sign the consent form and were

invited to ask questions to discuss their role and limits of confidentiality.

Working within Youth Justice, alongside MST Service One, afforded observations
and informal discussion with MST staff. The researcher was allowed to observe

MST group supervision, as well as an MST consultation session with the assigned
US consultant. Reflections, from observations and discussions, were recorded in a

research journal for data analysis. All reflections were anonymised.

2.4.3 Data management

All interviews were audio recorded to ensure that accurate records of participants'

responses were obtained. This also allowed the researcher to reflect on the

appropriateness of the style of interview and make amendments prior to subsequent
interviews (Charmaz, 2006). Digital recordings were then transcribed verbatim. At
this stage all identifiable information, including name, age, and gender, were
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removed or anonymised and digital recordings were destroyed. NVIVO 8 software
was used to catalogue line by line and focused codes, which helped organise and
make sense of information and codes.

2.4.4 Data analyses

In line with the CGT method, the researcher analysed the data by engaging in three
forms of coding, namely 'initial coding', 'focused coding', and 'theoretical coding'.
This analytical process was advocated by Charmaz, (2003; 2006). Charmaz (2003;

2006) provides flexible guidance on how to interact with data and progress through
the process of analysis. Examples of initial and focused coding are demonstrated in

Appendix 6, using a short extract from an interview with Participant 2.

'Initial coding' is an exploratory process and encourages the researcher to become
familiar with the data and reduce the importance of preconceived assumptions

(Charmaz, 2003; 2006). 'Line-by-line' coding was selected as the unit of data,
which involved naming each line of data, as recommended by Charmaz (2006). By

remaining close to the data, ideas and implicit meanings began to emerge that the
researcher may have failed to observe if she had begun by coding larger segments of
data. Therefore, 'initial coding' attempts to avoid drawing on pre-existing categories
or topics that may appear relevant to the researcher. This step prevents researchers
from remaining immersed in participants' worlds and encourages them to read the
data afresh (Charmaz, 2006). The researcher attempted to code each line with
reference to participants' actions and meanings. Charmaz (2006) highlights 'active

coding' as an important step in retaining processes which are essential in making
sense ofparticipants' narratives.

Following 'initial coding' of transcripts from interviews with the first two

participants, the researcher attempted to become familiar with the data by comparing
and contrasting codes with codes and data with data, within and between participants

('constant comparative method'). The researcher found it helpful to cluster, or form
tentative categories, as a means of visually examining both sets of data. 'Initial

coding' was continued with participants three and four, whose data were also added
to these tentative categories. Tentative categories were amended and broadened to

fit all four participants. Initial memos were then written on each tentative category
with reference to similarities and differences on meanings and processes. Charmaz

Methodology 49



Making Sense ofMultisystemic Therapy
(2003; 2006) highlights that researchers should remain within the 'initial coding'
phase until 'strong analytical direction' is formed. The researcher found that

forming tentative categories was a way of reaching this stage.

In line with Charmaz's (2006) recommendations, the researcher progressed onto
'focused coding', where existing 'action' or 'event' codes were used to sift through
larger segments of data to form conceptual categories, that included several codes.
Attention was paid to 'significant' or 'frequent' codes (Charmaz, 2006). At all
times, codes earned their place within the data. This process was more interpretative
in nature and involved reflecting on which codes and categories were to be

developed analytically (Charmaz, 2003; 2006). This active process involved

checking that there was a 'fit' between the constructed theoretical understanding and
the world of the participants (Charmaz, 2003; 2006). Assessing the fit of a focused
code encourages reflections on which codes can be raised to become categories. In

raising certain codes to categories, Charmaz encourages reflections on its properties,
its consequences, conditions under which it arises and how it relates to other

categories.

The researcher engaged in theoretical coding in order to conceptualise the ways in
which the categories related to each other. To facilitate this process, the researcher

continually created visual diagrams throughout the process to help conceptualise the

relationships between codes and categories. Strauss and Corbin (1998) advocate the
use of visual representations as a necessary part of data analysis.

The 'constant comparative method', central to the CGT approach, is used at each

stage of analysis and is used to facilitate the development of codes and categories
and the relationships between them (Charmaz, 2006; Glaser & Strauss, 1967; Strauss
& Corbin, 1998). This procedure involves comparing similarities and differences
between participants' experiences, views, situations and actions at different points in
their narratives. This method allowed the researcher to think about potential

theoretical relationships between codes and categories, in order to think conceptually
about the data and develop theory.

Review of the literature directly related to staff adjustment and learning were

avoided until analysis was near completion. The researcher wished to reduce the
likelihood of imposing established theories onto participants' narratives. Charmaz
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(2006) and Glaser (1992) advocate reviewing literature on completion of data
analysis. The resultant theory was compared with established literature to further

interpret the theory.

The researcher kept memos throughout the stages of data collection and analysis.
Memo writing is another core GT technique used to help develop theory (Charmaz,
2003; 2006). Memos involved recording thoughts, comparisons, and questions that
arose during the data collection process. In essence, memos are informal notes

regarding thoughts, observations and hypotheses, which facilitate the development of

theory (Charmaz, 2003; 2006). This technique helped the researcher to be analytical

early on in the process and to give meaning to observations and data. The memos

were subsequently used to help structure and sort the codes and categories into a

coherent theoretical structure. An example of an early memo is provided in

Appendix 7
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2.5 Ensuring Quality

2.5.1 Trustworthiness

As with quantitative research, criteria have been developed to increase the standards
of qualitative research. Some researchers have argued that concepts of 'validity' and
'reliability' are not appropriate concepts and standards for evaluating qualitative
research (Lincoln & Guba, 1985). Yardley (2000) proposed three criteria for

assessing 'trustworthiness' in qualitative research that fits well with a social
constructionist perspective. This framework includes four broad principles:

sensitivity to context, commitment and rigour, transparency and coherence, and

impact and importance. This framework will be discussed below outlining the
researcher's attempts to meet each principle.

2.5.2 Sensitivity to Context

Yardley (2000) proposed that researchers should show sensitivity to the context in
which the study is situated. This principle can be demonstrated in different ways,

including sensitivity to the literature, data and socio-cultural context.

The researcher examined the literature and evidence base regarding MST, and more

broadly the literature on EBP, to become familiar with the approach within its

context, and to review previous research to ensure that there was justification for

carrying out the study. Theoretical literature and research outwith MST was also
reviewed to provide a contextual understanding in which to situate therapists'

experiences. Research on staff experiences of using other psychological approaches
as well as literature concerning adjustment to change was consulted.

However, the researcher avoided investigating the theoretical literature related to

experiences of using other psychological approaches and adjustment to change until
analysis was near completion to reduce the likelihood that pre-existing theories
would be imposed on participants' narratives. Delaying the literature review as far
as possible is recommended by some grounded theorists (Charmaz, 2006; Glaser,
1992) to ensure that the researcher develops sensitivity to the data. The literature
was consulted towards the end of data collection and analysis, in order to develop

and interpret the theoretical understanding. Therefore, the theoretical understanding
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that is presented and discussed in Chapter 3, remains 'grounded' in the data, which is
evidenced by providing quotations from participants narratives when discussing
categories.

Yardley (2000) highlights the importance of researchers having an awareness of
socio-cultural influences on the research context. Such awareness involves attending
to the cultural setting of participants and of the researcher and reflecting on how this

might impact on their experiences. In becoming familiar with the MST literature and
evidence base, the researcher developed an awareness of key linguistic terms used
within this approach as well as the central tenets and ethos of the model. For

example, the assessment phase of the model emphasises tangible descriptions of
behaviours located in the 'here and now' and avoids consideration of 'intra-psychic'
factors that are relevant to some other existing approaches used within child services.
Further to this, the US cultural context in which the model is situated advocates

working flexible hours, which may involve working more hours than participants are

accustomed to in Scotland. Importantly, the researcher is aware that MST has been
introduced at a time when there have been significant financial pressures on health
and council services. This means that services have to demonstrate their clinical and

cost effectiveness. The researchers' background and perspective is documented in
section 2.3.

The researcher was familiar to some of the participants due to working in the same

building. The researcher was mindful of this and as a result was cautious not to

discuss the study with participants to prevent them from feeling pressurised to

participate. Please refer to sections 2.6.2 for ethical concerns regarding the
recruitment of participants. Further, participants at interview were informed of the

parameters of the research in terms of confidentiality and anonymity to allow them
to consider their disclosures with regards to their experience of adjustment. The
researcher also tried to build rapport with each participant to allow them to feel more
comfortable. Given the sensitivity of participants' disclosures with regards to their

experience, following each interview the researcher summarised their responses and
each participant was able to read over their individual transcript to assess whether it
reflected their thoughts and views. Additionally, each participant was asked to

consider whether there was any part of their discussion that they did not wish to be

included in the research.
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2.5.3 Commitment and rigour

Yardley (2000) recommends that the researcher should be able to demonstrate

commitment and rigour to the research topic and methodology. The researcher's
commitment can be evidenced in different ways. Firstly, the researcher has a

genuine interest in the area of staff adjustment and experience, and acknowledges the

importance of this area in relation to staff retention and clinical outcomes. Secondly,
during training the researcher completed a small scale qualitative research project on
staff experiences of joining a multidisciplinary team. Thirdly, commitment and

rigour can be further demonstrated from the researcher's involvement in a peer group

for trainees completing qualitative research projects as well as regular discussion
with clinical and academic supervisors. Each forum provided the opportunity to

discuss the research methodology, area under investigation, and test the limits of her

knowledge on which to build. Finally, the researcher read extensively on the

methodology of qualitative research as well as the topic under investigation.

Commitment and rigour also reflects the appropriateness of the sample in answering
the research aims and providing a comprehensive analysis of the topic of

investigation. 'Triangulation of data sources' was used to provide a more 'complete'
view of the adjustment process and develop a fuller picture (Charmaz, 2003; Dallos
& Vetere, 2005). Triangulation of sources was used in two ways in order to develop
a more in depth understanding of the adjustment process. Firstly, different

perspectives on the adjustment to becoming a multisystemic therapist were obtained

by interviewing multisystemic therapists from two different locations. This was

important in order to increase the likelihood that there would be a range of

perspectives. In addition, different perspectives were obtained by interviewing MST
supervisors who were able to comment on their experiences of therapists' adjustment
and to provide further contextual information.

2.5.4 Transparency and coherence

Yardley's (2000) third principle is that of transparency and coherence, which
specifies that researchers should be able to demonstrate clear links and transparency
between data collection, analysis and their constructed interpretations. The
researcher has provided information on recruitment of participants, each stage of
data collection and analysis and evidenced the constructed description and
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interpretation using quotations of participants' narratives in discussing the
development of each category. Further to this, a large section of data has been
included in appendix 6 with reference to line by line coding. Focused coding has
also been demonstrated in appendix 6.

In acknowledging the researchers role in the co-construction of the theoretical

understanding, a reflective diary was maintained before, during and after data
collection and analysis to help increase awareness of her perspective. In doing so,

the researcher was able to search for contradictory information. In line with

grounded theory, memos were used to explore her reactions and influence on the

development of each code, and category. Memos were further used to engage with

participants experiences. In order to highlight potential personal biases of the

researcher, an independent person engaged in line by line coding for one of the

transcripts, which was then compared and contrasted with codes already generated.
It is important to note that all transcripts with codes, memos, visual diagrams and the
reflective journal have been stored as part of an 'audit trail' should verification be

required.

2.5.5 Impact and Importance

Yardley (2000) argues that a significant test of the validity of research is whether it
is perceived as useful and important. As outlined in Chapter 1, this is the first study
to attend to staff experiences of adjusting to MST despite the fact that there appears

to be some difficulties regarding the implementation of the approach in clinical

settings, in part, due to variable staff retention. It is hoped that this research will add
to the research on MST, in particular within the UK, by providing information on the

type of difficulties that staff might experience in acclimatising to the approach and in

identifying additional supports that staff require in order to support their

development as therapists. Feedback from a 'back up MST supervisor' (clinical
supervisor of this study) suggests that the theoretical understanding outlined in
Chapter 3 is representative of her understanding of therapists' adjustment.
Additionally, directions for future research have been identified following
completion of this study.
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The main ethical issues were identified as:

2.6.1 Informed Consent, Confidentiality and Anonymity

MST supervisors were sent invitation letters, participant information sheets, and
reply slips to distribute to multisystemic therapists. Please refer to Appendix 2. The
researcher was advised by the NHS ethics committee to send all information to

supervisors rather than sending to the therapists directly. Invitation letters and

participant information sheets were developed to provide potential participants with
information regarding the rationale for the study and their role within the research,
should they wish to take part. Potential participants were assured that information

given during interview would remain anonymous within the research and would not

be communicated to colleagues or supervisors.

Additional demographic information, such as gender, was also homogenised in order
to maintain anonymity. Further, identifiable information was removed from direct

quotes. It was also made explicit that participants did not have to participate and,
should they wish to, that they were free to withdraw from the research at any time
without any negative consequences.

2.6.2 Therapists may feel obliged to take part

Supervisors/line managers were not informed about who had agreed to participate.
This hopefully reduced the likelihood that potential participants felt that they had to

take part on the basis that their supervisor may have expected it. Participants were

invited to contact the researcher, academic supervisor or a named independent

person with any queries regarding the study. Potential participants were able to
contact the clinical supervisor, who is also an MST 'back up' supervisor, if they
wished to. However, they had the option of contacting the chief investigator or
academic supervisor instead in order to protect and preserve their anonymity.
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2.6.3 Therapists may feel that they are being evaluated

All participants were informed that their responses would remain anonymous

throughout the study and following completion of the study. Participants were also
informed that all responses were valid and that there were no correct or incorrect

responses. Each participant was encouraged to read over their own interview

transcript to check that they were comfortable with their responses and to consider
whether they wanted any information to be removed. Participants were also asked to

highlight any responses that could not be used as quotes.

2.6.4 Storage of personal data

Digital recordings of interviews were stored within a locked filing cabinet in the
clinical psychology department. Once interviews had been anonymously transcribed,
the recordings were destroyed. The information given was collated with other
interview transcripts and quotes were anonymised. Anonymised transcripts were

stored in a locked filing cabinet and on a password protected computer file. Parts of
the transcripts were read by the researcher's clinical and academic supervisors.

However, pseudo-names were used to protect the participants and anyone mentioned
in their interview.

Participants' consent forms were also stored in a locked filing cabinet within the
clinical psychology department. Only the researcher had access to the consent forms.

2.6.5 Feedback of results to participants

Throughout each interview, the researcher summarised each participant's responses

to clarify what had been discussed. Participants were also asked to read over their

transcript to ensure that they had not discussed anything that they subsequently felt
uncomfortable having included in the research, as well as checking for accuracy of
their narrative. The overall results of the study will be presented to the therapists and

supervisors on completion of the study. A short report will also be written up for
circulation
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3 DESCRIPTION AND DISCUSSION OF RESULTS

This chapter presents an interpretative account of participants' narratives, which
forms the basis of the construction of a theoretical model. The theoretical model on

completion was compared to the literature with a view to further exploring the
potential meaning of each process and to set it within a theoretical context. This is a

further stage of the constant comparative method advocated within CGT, which is
outlined in Chapter 2. One core category with three corresponding main categories
was constructed during the analytical process. Each main category contains

subcategories that in-turn contain components, which will be illustrated during this

chapter with the use of visual representations of the model and quotes from

participants.

I0Using direct quotes is common practice in qualitative research and will help to

illustrate the construction ofparticipants' experiences as well as provide evidence for
the interpretation (Bloomberg & Volpe, 2008).

In constructing an interpretative understanding of therapists' experiences, each

category that was developed became broader and more abstract as participants added
to the overall categories and theoretical understanding in order to capture the
variation of experiences. The core category, main categories and subcategories

capture therapists' experiences as understood by the researcher, whereas the
properties contained within each subcategory reflect the variation of each therapist's
experience. All categories are fluid and overlap with one another. A diagrammatic
representation of the structure of the theoretical model can be found in Figure 1.

9
'Participants' is used to indicate that the researcher is referring to both therapists and supervisors

10
Transcription notations (adapted from Jefferson (2004) were used by the researcher when

transcribing interviews to aid clarity. Notations include: comma to indicate short pauses; ... to
indicate longer pauses; to indicate emphasised word or raised voice; (...) was used to
connect phrases of speech; and [ ] to indicate the researcher's comments.

Results 58



Making Sense ofMultisystemic Therapy

Figure 1: Structure of Theoretical Model

The process of early adjustment to MST occurs within interactions between the

therapist, model and relationships with team members, families and professionals

working outside of MST. The theoretical model indicates that becoming a therapist
involves an overall reflective process of trying to make sense of MST due to the

enormity of change encountered in their new roles, responsibilities and relationships.

'Making Sense of MST' occurs in response to this change as well as in response to

prior high expectations of MST that do not always match their experience of

working in MST over a period of six to nine months. The core category of 'Making
Sense of MST' captures a process of reflection where participants are actively

thinking about the past and present to anticipate how to move forward into their
future. This overall process involves more than merely trying to understand the
model and therapeutic techniques.

Three main overlapping categories characterise the processes involved in 'Making
Sense of MST' and include: 'Locating Source of Struggles', 'Defining Worth' and

'Advocating Change'. In summary, therapists have engaged in a process of
'Locating Source of Struggles' to make sense of the struggles they and others have
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experienced during the process of adjusting. This category captures a process where
participants are identifying and isolating the factors that hinder adjustment.
Following on from this process, therapists have engaged in a process of 'Defining
Worth' to identify factors that hold meaning and worth about themselves, the model
and their relationships. Finally, the category of 'Advocating Change' reflects

therapists having arrived at a position where they acknowledge and value the
prospect of change in whatever form that may be. In essence, therapists describe an

overall process of determining where they and others fit within the team, and the
MST model, through ongoing comparison between self over time, self in relation to

others and self in relation to the model. All three categories describe three facets of
the same central process of 'Making Sense of MST'. The three categories will be

pulled together and discussed at the end of this chapter to provide a theoretical
understanding of the core category of 'Making Sense of MST'. The theoretical
model will be presented in Figure 8 at the end of this chapter.

This chapter will begin with a description and discussion of each main category and
the corresponding subcategories, which will be introduced in turn.
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3.1 Main category of Locating Source of Struggles

Figure 2: Main Category of Locating Source of Struggles

'Locating Source of Struggles' refers to a process of identifying and isolating the
source of therapists' difficulties in adjusting to their position, with new roles, new

responsibilities and a new team. This category captures participants' declaration that

becoming a therapist is a difficult process and that they themselves, or others, have

"'struggled'. Attributions were formed to actively make sense of the ways in which

'reality' has differed from their high expectations held prior to commencing their

11
The use of the word 'struggles' is a deliberate attempt to convey the nature and extent of their difficulties,

which includes struggling to understand and connect with the model and with team members. Their struggles
have affected them emotionally with a variety of feelings ranging from anxiety, annoyance, frustration and
feeling disheartened.

Results 61



Making Sense ofMultisystemic Therapy
role as a therapist. Source of struggles were attributed as being located within the
individual, within relationships and within the model. This process appears to

represent a coping strategy in two interconnected ways. Firstly, therapists appear to
blame themselves or others in order to retain the integrity of the model, and blame
others to defend themselves. Secondly, in 'Locating Source of Struggles' therapists

engage in reflection whereby they make struggles appear more tangible and therefore
more understandable. Both functions serve to diffuse unpleasant emotions of
themselves or others. This process reflects a group process of therapists (and

supervisors) locating struggles in different ways between and within narratives.

This process was introduced by therapist one and continued to remain a feature of
the narratives from subsequent participants. An initial attempt to capture this

process was entitled 'Blaming and Defending', which accounts for recognition that
there are sometimes fraught differences between participants within the context of a

group. The language used sometimes reflected this sense of conflict, including
words or phrases such as 'lion's den', and 'danger zone'. However, the name and

implications of this category caused the researcher to feel uncomfortable and
anxious12.

This conceptualisation reflected the researcher's observations that therapists were

sometimes polarised in their attributions and where they located the source of

struggles. It felt that attempts were being made to identify the black sheep whether it
was a particular "therapist, supervisor, or consultant, or in a particular set of skills
stemming from a professional background. Further observations highlighted that
therapists seemed to have hypothesised the attributions made by others and
constructed arguments to defend themselves, or retain the integrity of the model,
which in turn shaped the way in which they located source of struggles.

12 The researcher used a research diary to make sense of emotional reactions to participant's
narratives, which will be discussed at the end of this chapter.
13
Participants refrained from identifying colleagues who they felt were struggling more than others or

who were from their perspective hindering the process of adjustment.
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However, on reflection this conceptualisation was thought to be too limiting and that
narratives also expressed positivity towards colleagues and the model. Further, the

process of Locating Source of Struggles' within this study is also a proactive
attempt to develop an understanding to aid their development, which the initial
category name failed to capture.

There are three subcategories within this category including, 'wrestling with
change', 'encroaching on self and 'having no one to ground us'. Each subcategory
represents a different type of struggle or perspective held by therapists.

Subcategories each have components that help to further define the properties of this
main category. Each subcategory will be described below to communicate the

interpretation of this overall process for participants.

Figure 3: Subcategories of Locating Source of Struggles

3.1.1 Subcategory ofWrestling with change

'Wrestling with change' refers to a process of trying to make sense of, and resolve,
difficulties in adjusting to changes that were encountered in becoming a therapist.
This subcategory means struggling with changes, which were often described within
the context of confusion and a range of unpleasant emotional reactions ranging from
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anger and frustration to fear and anxiety. Consequently, this demands a process of
internal change, which is unique to the individual and their personal struggle.
Therapists described 'wrestling with change' as occurring internally, as well as

between self and others and self and the model. Five aspects of 'wrestling with
change' were constructed from participants' accounts, which included, 'recognising
difference', 'holding onto the past', 'struggling to commit', 'struggling with time'
and 'acknowledging internal barriers'.

Therapists described 'wrestling with change' in the context of the model. Narratives

suggest that 'recognising difference' between themselves and the model, based on

previous working experience and training, creates discomfort and sets the scene for
this battle. Therapist 1 describes difficulties relating to the process of supervision
and consultation in that it did not fit with her understanding or experience and

subsequently felt 'alien'. Her narrative reflects the discomfort that this caused her
and her almost rejecting the model at the beginning due to thinking it was

'ridiculous':

"Em, I found it really uncomfortable [supervision and consultation]
to start with, I have to say, I found it really stranse, but again, just
because I wasn't used to it, and I just thought how does this work?,
you know. I didfind it quite uncomfortable to start with like, 'oh no'
and I was cringing kind of thing to start. To start with, I do think I
thought 'oh my god what a waste of time!', ifI'm being honest, I did
[think], this is ridiculous all this time spent we've been here all day,
you know, when we could be doing...there wasn't anything, rather, it
was probably just being me feeling stupid about it, you know, and
feeling quite like speaking to star trek, aye. But quite used to it now
or getting better...I think it was just speaking to a microphone didn 't
feel real"

(Therapist 1)

This process of 'recognising difference' between self and the model are described by
Therapist 7 in recognising that her way of thinking is not compatible with the model.
A communication of frustration and annoyance illuminates the sense of 'wrestling
with change'. Despite conveying that she is adjusting to the style of the model, there
is an implicit sense in her narrative that she views the model as overly pedantic,
which drives her frustration:
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Oh' it s been a nightmare! It took ages to get my head round

because I just wasn't used to being so specific ... it's like 'how can I
be more specific!' that gets screamedfrom all of us, because you do
get really homed into you know, stating goals and outcomes you're
actually being really specific about what it is that you 're doing and
I ve just never had that type ofsupervision or worked anywhere that
required you to be so specific. And then obviously to anticipate
barriers as wellyou know, because normally (...) if they happenedyou
dealt with them when they happened, but having to write down all
your goals, write down the barriers, what the advances were, and
then to try and anticipate even more barriers might be for you
meeting the goals that you've set for that week. It has been quite
hard, and then obviously being accountable for... like ifyou've got the
same intermediate goals for say 3 weeks, then questions are going to
get asked. So, it has it's really time consuming and it was really hard
to get my head round just being so specific...but again that's just
something that you develop and you get used to do it as you 're doing
it week in week out"

(Therapist 7)

'Recognising differences' also encompasses struggling to make sense of roles and

responsibilities, which most participants described in their narratives. 'Recognising
differences' in roles and responsibilities involves a difficult process of abandoning
individualistic working styles and wrestling with having to exist and function within
a team where thinking and working is carried out in a group process. This 'opening

up' also involves a wider remit in viewing the client as child and the systems

surrounding the child. There was an acknowledgment that there was an increasing

responsibility where undertaking a case holding role conflicted with previous

experience and brought with it anxieties:

"I think because this job is much more the group that you 're working
[with] the youngpeople are very high risk in terms ofbeing impulsive
and I think the level ofrisk around that is much higher (...) and in this
job it's much more, you know, because you become the case holder, if
you like, you know, it's your responsibility to do a good assessment
around this constantly be monitoring if that risk has changed and how
you need to manage it and I think that's been the really difficult thing
for me, because I haven't really got a lot ofexperience with that and...
its kind obviously a bit of a new role and having to learn a lot of the
legislation around if kids are on supervision orders and are on the
Child Protection Register and so I think that ability to switch off or
lack of comes much more into that level of risk around children
protection stuff"

(Therapist 2)
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Varying experiences of changing responsibility were described with one therapist
discounting this as a source of difficulty in that they felt they were carrying less
responsibility than they had in their previous employment. Another therapist
reflected letting go of responsibility as feeling unfamiliar in that they were no longer
responsible as a supervisor or in managing referrals.

Alternatively, 'recognising difference' means comparing self to others and becoming
aware of disparities that are attributed to holding different viewpoints or coming
from different professional backgrounds that cause a sense of isolation:

"...I think we look at things different. Others [referring to other
therapists and supervisors] might be more black and white, whereas I
see lots ofgrey... and I think in some ways, I've to watch not to get
caught up into that, because I think that makes it harder but in a way
it's like I can't help myself... so you see the whole thing [see the
bigger picture] whereas... I think they [other therapists and
supervisors] see this [MST approach] and that's it. I think it's a bit
muddier. I think it's all relevant [other theories, models or factors
outwith MST] but that's because I'm more grey and they are black
and white. "

(Therapist 3)

This sense of isolation was further echoed by another therapist:

"I find it sometimes slightly isolating me in terms of coming from a

different professional background and maybe missing some ofthe key,
I don't know whether it's , it's not values, just silly things like...may
be a sense ofhumour or outlook with clients or something, that you 've
generatedfrom your training... "

(Therapist 4)

In line with therapists, supervisors' narratives suggested awareness of the magnitude
of change encountered in becoming a multisystemic therapist. Their narratives
implied that they had not fully anticipated the enormity of change experienced by
therapists prior to the formation of the team. Supervisors 'recognised differences'
based on their observations of how therapists were responding to their cases and to

supervision and consultation. Similarly, supervisors commented on how therapists
had not anticipated the differences between prior expectations and experience of the
post in that therapists thought that 'it was going to work out swimmingly and they
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found it hard (Supervisor). Their experience of the therapists, and themselves to
some degree, is that they have needed 'time to get their head around the model'
(Supervisor).

Supervisors recognised differences between therapists' experience and training and
the requirements of the model, leading them to conclude that the therapists are on a

'steep learning curve' and that continued effort is required to develop in line with the
model. However, there is an explicit sense that supervisors feel that therapists, to
varying degrees, are not fully using the model as intended due to different

experiences of assessment, formulation and intervention, stemming from

professional training and experience. Therefore, according to supervisors, therapists
are not experiencing the supportive benefits of the model.

Supervisors reflected on difficulties encountered by therapists in carrying out the
roles and responsibilities of MST, which reflects the property of 'holding onto the

past':

"...it's been difficult...to understand that...that...roles and
responsibilities are different as an MST therapist...and certainly I
think that again just reflecting on the team itself. ..the discipline of the
paperwork, the discipline of adhering to a MST model, has proved
very difficult for some rather than others and what they have tended
to do is kind of reflect back, or fall back to their standard comfort
zones and become very diagnostic, and using diagnostic tools and
again responding when families are saying don't come out rather
than adhering to the evidence of MST, which is that intensity or
contact...they are not responding to the families needs in terms of
backing off, but we can't do that in terms ofMST because of the short,
tense intensive contact"

(Supervisorj

Supervisors in their narratives reflect on their experience that therapists are adjusting
differently to the model with 'some adapting easier than others' (Supervisor).
Reference was made to differences between skills; responses to stress; and abilities

to seek, integrate, and apply advice. However, there does not appear to be a clear
dichotomy between those who are, and those who are not, adjusting successfully to
the post as each participant's narrative suggests some form of struggle.

Supervisors provided contextual information by recognising differences between
MST and existing services, which adds a sense of pressure and isolation for
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therapists (and supervisors) in trying to use the approach within the organizational
service structure:

(...) we re asking all other services to pull out so there is a query
and questioning and often eyebrow raising at thatpoint as well...from
statutory services in terms ofyou know it's difficult for (...) to adjust
to this kind ofmindset of having a single service going into a very
high risk situation. So you feel an added level ofpressure and an
added... make it work on those occasions, because you're starting
from a feeling of cynicism from other services because what they've
shown before is that we 're working in a kind ofcontrary way to how
other services have traditionally worked in terms of organising
contact and put the onus of responsibility on parents and carers
rather than going in and doing things for them. So there is that kind
ofresponsibility that Ifeel and also from the therapist reporting back
to the social worker on a weekly orfortnightly basis yeah there's that
kind ofresponsibility there as well"

(Supeivisor)

Further contextual information from supervisors, which mirrors therapists'

responses, indicates that therapists have worked with families with complex needs
whereas as other newly established services would commence with less complex
cases until staff had achieved a certain level of skill. Additionally, therapists are

required to work with families in 'risky' situations where other services may hand
over responsibility to the police, which suggests a shift in boundaries and

expectations and increases the enormity of their adjustment.

'Wrestling with change' refers to a difficult and sometimes fraught process where

change has to occur both internally and externally, before the changes are advocated
by the therapists. In going through this change, therapists have referred to 'holding
onto the past' where they missed or, to some degree, resisted letting go of what they
know from their previous experience and training. For some therapists this means

holding onto relationships with previous colleagues:

"I think it's always difficult when a new team is coming together
particularly when there's a gender bias (...) I do really miss my old
team, actually I really miss the relationships but that only came after
a [period of time] so I suppose the new team is still coming together
and there are great people here and I suppose it's just about me as a
person investing in that as well"
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(Therapist 4)

The process of wrestling with change' has involved some to experience doubt in the
model, or in their ability to make changes in themselves or in families. This was

captured by the component of 'struggling to commit' where therapists have struggled
to believe in the model and commit due to the model representing change:

...I just felt overwhelmed by the responsibility I felt I had taken on
and had 5 months to make a difference here. Because I couldn't even
get past, you were coming out of the house andmy head was mince...I
was just overwhelmed, I knew that teachers, nursery teachers,
community police, everybody in the community, neighbours,
everybody, were just like what are you going to do with that lot? You
know, so Ijustfelt 'ohhh "

(Therapist 1)

"I think that was quite a difficult time, because I think you've not got
any belief in the model in that it sets itself up to kind of do quite
dramatic things in terms ofgetting really good results and, you know,
your own experiences and stuff ... for me there's not a belief in it,
there is a hope in it, but there's not a belief, so that's a real challenge
to actually kind of believe in the model. I think it changes slightly as
time goes on, because you then begin to see results (...) I have to see
that it's actually worked. ... it's almost evangelical! This is it! You've
got to buy into it and stuff...and so there's always that kind ofpinch of
salt, 'oh well is that going to happen?!' I think when you are in those
situations you tend to want to revert back to what you know best. So
it's having the discipline to try and...be quite open to models andyou
know that's what happening, but it doesn't make it that different...if
you still keep going and that should come."

(Therapist 5)

Consequently, Therapist 5 describes falling back and drawing on her experience
('holding onto the past'). Difficulties in committing to change were further captured
by some therapists' reluctance to 'buy' into one single approach; therapists may have
been trained in a variety of different approaches and drew on them according to the

presenting issue as well as family choice.

Supervisors convey some concern with regards to therapists' difficulties in
committing to the MST model. They report that therapists are sometimes relying on

therapeutic approaches that are incongruent with MST. Supervisors feel that
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therapists are relying on their previous training and experience to form assumptions
of client s difficulties rather than committing to the MST analytical process.

Supervisors tentatively questioned whether experience that is incongruent with a

behavioural approach significantly impacts on someone's ability to adjust to MST.

Part of the struggle with change involves a wrestle or 'struggle with time'.
Therapists have reflected that they have 'hit the ground running' (Therapist 3) and
that there is a constant pressure to meet numerous demands in a shorter space of
time. There is a sense of having less time to do more:

"I just think although I mean the actual work with families is quite
intense...but in addition to that you've also got you got a whole day
when you've got your summaries to do, you know your papei~work or
it takes me a whole day. In addition to that you've got all your
[electronic] notes, you know, you might have reports to do just
various you know there's just all sorts of things and also the family
sometimes... you plan to do something but ofcourse it goes on longer
than that, but you've still got the other ones to pick up...because I
think things can be unpredictable I think that's part of the nature of
the job ".

(Therapist 3)

However, 'struggling with time' also refers to experiencing discomfort at the lack of

progress that they feel they have made over time due to the disparity between
experience and perceived expectations set out by the model, including the high level
of adherence required, working within the group process and the clearly defined
supervision and consultation process. Therapists acknowledge that it takes time to

develop and feel competent and also feel frustrated or disheartened by this. One
therapist describes making comparisons with herself across time and recognising that
in other approaches she would have progressed further by this stage:

"...this post, ifyou're looking for differences probably is a post that
will take a while before you actually feel that you 're at a level of
competence. I certainly don't feel that I'm anywhere near the levels
that I would be like to be. Whereas in otherposts after a few months,
you kind of think, 'right I'm in the swing of it so... yeah a year to 2
years to get that [competence] and I was hoping by this point that I
would have been at that...because in other posts definitely within a

year I've always felt that I'm notperfect but at a level that I think I'm
quite competent, and I don't think I'm at that level, and I don't get the
impression from others that theyfeel that either. So.. .you know that's
just what's going on, you know. I mean it's sreat knowing the theory
'oh right this is the stage we 're at' andyou go through that. It's not a
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nice feeling at that awkward stage offeeling like a novice... I think it's
just the length of time, which is again the big adjustment, is that you...
don t get that level of competence as quickly as you would probably
do in otherposts."

(Therapist 5)

Although narratives from therapists and supervisors capture a sense of 'struggling
with time' the nature of their attributions differ. For instance, supervisors have
experienced therapists (and themselves) as possessing unrealistic expectations of
their own adjustment, which has increased feelings of stress. According to

supervisors, therapists have wished to understand and adopt MST skills and to meet
outcomes within an unrealistic period of time. Although they report that MST holds

high expectations, they assert that therapists are trying too hard to develop too

quickly:

"

...maybe it's naturalfor people, including myself, that we wanted to
get it right all at once (...) they would think ok I need to achieve that
in the first few weeks...they would try and hit everything in the first
few weeks..."

(Supervisor)

Therapists' narratives demonstrated 'acknowledging internal barriers' that were

hindering their adjustment to MST. Difficulties in accessing and responding to
feedback were discussed as partly being due to not making best use of the support

process of supervision and consultation and not preparing enough. One therapist
formulated that it was a 'bottom up' process (Therapist 2) where responsibility lies
with the therapists to ensure that the supervisor and consultant have the necessary

information (completed paperwork) to give helpful advice and direction. This adds
to the sense of responsibility that therapists carry.

'Acknowledging internal barriers' appears to serve the function of removing blame
from the model, thereby retaining the model's integrity and recognising that
responsibility for struggles may also lie within themselves or others:

"... it's probably more to do with myself, that I'm not the best person
in attention to detail in terms ofthe written stuff. So, Iprobably make
a lot of assumptions,...so it's things like that and things that you
maybe omit from yourpaperwork because it doesn 't seem relevant, or
you have discussed it andpeople have asked that question. So you 're
always having to go back and add bits in. But cei tainlyfor othei bits
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it s getting used to a much more behavioural model, whereas very
much every tiny wee step, which is probably more to do with me,
about getting into that. There isn't, assumptions is probably a good
word, there isn't a lot ofassumptions... "

(Therapist 5)

Therapists formed varying attributions, taking into account a range of external and
internal factors accounting for their difficulties in adjusting. In contrast, supervisors
predominantly conceptualised 'wrestling with change' as arising from internal
attributes of the therapists ('acknowledging internal barriers') that in-turn reduced
their ability to feel supported by the model. Supervisors experienced therapists as

being 'sensitive' to feedback in supervision and consultation influencing their
perception that they were being criticised. Further comment was made with regards
to the sensitivity of therapists in describing that they were comparing themselves

negatively with other therapists.

Supervisors also make reference to therapists struggling to understand the model in
terms of the assessment process, the feedback process and their new role. Although

they generally acknowledge that becoming a therapist is a difficult shift to make,

they suggest that previous experience and possessing openness to learning are

protective factors.

3.1.2 Subcategory of Encroaching on Self

'Encroaching on self involves participants' explaining that the process of becoming
a therapist has involved experiencing unpleasant emotions and encroached on their

perceived personal time and space. This process is identified as a source for, and
consequence of, their struggles. Two components of 'encroaching on self were

identified as 'giving a lot of myself and 'riding a rollercoaster', which will be
discussed below to illustrate the ways in which the process has affected them on a

personal level.

'Giving a lot of myself refers to therapists expressing concern for themselves, or
others, that they are working so hard and 'putting effort in but getting little back'
(Therapist 3). 'Giving a lot ofmyself also refers to participants' experience ofwork
and life merging into one and finding it difficult to separate the two:
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I think it s...I can see how it can lead to quite high rates ofburnout,

because there's days or weeks where you feel like I can't do this
anymore, this is really difficult...for example, last night I woke up at 4
in the morning, not with a feeling of anxiety, just with behaviour
charts ticking over in my head or like things, you know, you've got to
do because you 're constantly working towards goals, so it's like your
subconscious doesn't quite let you switch off. You 're still kind ofgot
ideas going round in your head about what you need to do with
families or so that can be a bit frustrating, and I find that quite a
challenge, because you think, 'that's my time! I need to set my rest!'
So, it's not as easy to switch offas otherjobs. I don't think ... you can
kind offinish leave the office and then that's it you kind of I think
being on call as well has been a bit ofchallenge, because then when
the work enters your home, because you 're on the phone and again
that for me is about separating trying to just take calls in one room
but that doesn't always happen, so I mean yeah it's been quite
challenging ".

(Therapist 2)

Some therapists appeared accepting of this, however predicted some potential risks
of the therapist being unable to balance work and personal lives:

"...there's no way...basically [you can] have much of[a] life, because
I think Ijust resign myself to the fact, and I think other people in the
team have, you know there's going to be an adjustment period of
possibly a year where you just don't have a life. It does tend, ifyou 're
not careful to really take over your whole..., you know, it's hard to fit
everything else in, because even when you 're not working you 're still
preoccupied with what you need to do or... so yeah, it's quite intense,
and I think ifI had like...I think ifyou're not quite [a] stable person
and quite sorted in terms ofyour own emotional issues or whatever I
think it would be really difficult and ifyou had anything come up, it
wouldyou know, ifanything came up in your personal [life] that was
challenging it would be really, really difficult to do the job "

(Therapist 2)

"...It may affect your mood andyour anxiety levels, because you just
feel that you 're constantly here or at your families houses and you 're
never out doins what you 're doinz for yourself. So it can be really
demanding and draining and especially the on call, you can have a
busy week on call and then vou 're still comins into your work and
stuff, like the next day you knowyou've been up half the night. "

(Therapist 7)
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This appears particularly difficult for participants who have worked traditional hours
of nine to five and have to change their work and life habits and boundaries.

In line with therapists, supervisors expressed concern regarding the amount of effort
demonstrated and subsequent negative effects that it might have on therapists. In
essence, supervisors are concerned that working too hard could lead to burnout as

they are not getting enough out of the experience for themselves:

"...everyone has put so much work into the roles and so much energy
into it to the point where I wony that some people are getting quite
tired...and we have to he aware of that and them not burning out
because they are pushing themselves too hard. "

(Supervisor)

Supervisors specify one condition under which this might occur applies when

participants are struggling to fully grasp the model and their role so that they are

unlikely to reap any potential benefits. This understanding reflects a sense of

optimism in supervisors' narratives, that increasing one's knowledge of the model
will ease the adjustment process. Therapists' narratives also hold some sense of

optimism in discussing that quality of life is initially reduced in the first two years

before stability eventually ensues. Therapists appear to view this reduction in

quality of life as inherent in the adjustment process rather than limited to those who

struggle to understand the model.

Similar to therapists, one of the supervisors recognised the difficulties involved in
being able to balance work and life commitments in working as a therapist, and more
fundamentally in experiencing a clear beginning and end to the working day:

"I think the kind of intensity of contact...and I think it is that whole
delivering services at the point ofneed that is a very demanding, or I
believe is very demandine...and certainly the on call part as well can
literally mean that you're doing 15 hours day also you can be
working literally, well yeah, because I mean there's some weekends
mm some weeks [you're] working a full day and then they're on call
at night and the on call being busy and then [the] weekend on call is
busy so it is... You're probably talking 40/50 hour week with varying
emotional demanding cases and I think that does take its toll".

(Supervisor)
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Riding a rollercoaster' is a metaphor used by several therapists to capture the
emotional highs and lows experienced in their role. Each therapist's rollercoaster
appears to vary however and is connected to a different source. Some therapists
describe riding the families' unpredictable rollercoaster:

"I think it's because you 're working with adolescents who are going
through a period of transition anyway...that's it really difficult to
predict what will happen, the families I'm typically working with are
families who are quite vulnerable, I suppose and are quite fragile
family systems in themselves so that will give you peaks and troughs
because you can have really good well laidplans and it can all go up
in the air in a couple ofminutes or a couple ofdays ".

(Therapist 4)

"I think that the intensity of the work has been challenging because
you know you get to know families very,...very well, so you almost
become part of the system and it's really hardfor that not to happen,
obviously to maintain, you know, to be objective and to still have a
good conceptualisation ofwhat's going on

(Therapist 2)

Therapist 2 introduces the notion that therapists become part of the system and lose

objectivity due to the intensity of the work. There is the implication that in 'riding
the rollercoaster', the therapist may lose their perspective. The intensity of contact
inherent in the MST model is designed to support families, yet may reduce

therapists' ability to stay separate from the families. This sense of being drawn in by
families is discussed by therapists as the source of the rollercoaster ride. However,

therapists have also described feeling encroached on by team members. This sense

ofbeing drawn into the emotional states of others implies helplessness:

"I think sometimes it's...because it's a new system, I think that
everybody struggles with it. And I think, you know, it was quite hard
for [colleagues] to be positive because they feel quite anxious about
it. I think sometimes that bounces onto me, and I thought, I'm
actually taking that, it's a bit of a transference, you know, I think
because I was a lot calmer, because I haven't been particularly calm,
I thought I'm calmer now, and I thought 'oh my sod', well I'm going
to try learn not to react to that... "

(Therapist 3)

Another therapist described trying to position herself in a way where she was not
pulled into the emotional turmoil of her fellow MST colleagues.
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I ve found it sometimes a little bit difficult, when other people have

been struggling ...because you can kind ofgetpulled into that... I've
had to really start to distance myselffrom it because I don't want to
get pulled into any negative discussion you know focusing on the
weaknesses rather than the strengths... "

(Therapist 4)

It seems that there may be a number of ways of coping with the difficult emotional

experiences of 'riding a rollercoaster'. Therapists' narratives convey varying levels
of emotional engagement with clients and families.

In addition to the sense of being 'pulled in' to the emotional turmoil of others, the
"rollercoaster" metaphor also conveyed a sense of the therapists feeling 'pulled
down'. This refers to feelings of low professional worth, or those of being criticised,
which occurred within the context of relationships within the MST team where the

therapist makes comparisons between herself and others:

"...mm, I don't know, I think I feel very incompetent all the time. I
feel like I'm at the bottom of the pile all the time, do you know what I
mean? I think I'm selling my soul here. I do feel I'm selling my soul
... because you have to give it more you have to give more 100% you
knowyou've to give about 140%... "

(Therapist 3)

Further, there is a sense of feeling scrutinised and being forced to face perceived
mistakes publically, which triggers strong emotional reactions:

"...there was an incident...and it kept getting brought back... what was
it that we were doing? What was our body language? Like was it
your tone of voice? What was it you were saying? It just felt like [I
was.] constantly getting accused. I suppose really it's yourfault, why
this incident keeps happening, so therefore you have to change...You
have to think about your safety as well, you know what I mean, and
initially what you want to deal with rather than thinking about the
mum, do you know what I mean at thatpoint in time you don't really
care, but then when you come back to supervision and that gets
broken down that incident, it does comes back to you and lets reflect
on that and...What was it you done that could have changed? and
sometimes there's not, and that's hard to take, I mean obviously we
all know that we can do things better and you do voice them but it's
when it keeps getting fired back again and again and again and
getting dragged out it's not nice ".

(Therapist 7)
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Making Sense ofMultisystemic TherapyFor other therapists, the rollercoaster is an internal process of 'highs and lows' in
moving from excitement to self-doubt before a sense of stability eventually ensues:

When we started off...I was still really motivatedjust trying to read
everything, 'oh this is great!' It was mid into thefirst cases 1 hit a bit
of oh my goodness what have I done?' And I felt really, really de-
skilled and thought I know absolutely nothing...! felt it took a wee time
to get myself together and say...you know 'you do, you 're just going to
have to take time and go with it'. That was probably, I say about 2 or
3 months ago, I felt like that but I'm feeling pretty...I've come out of
the danger zone, becoming more confident again in myself. But I
definitely felt totally deskilled to start with and just thought actually
started to get a bit paranoid. I think actually started thinking oh my
god I really don't know nothing!. I know nothing, and I haven't felt
like thatfor quite a while, since I was at Uni. "

(Therapist 1)

'Encroaching on self also involves a process of internalising struggles and blaming
self, or feeling encroached on by others. Therapists described feeling an array of
emotions from feeling 'anxious', 'overwhelmed', 'drained', 'exhausted' to a lesser

degree of 'frustrated' and 'annoyed'. Supervisors showed some awareness of the
turbulent emotional experience endured by therapists over the course of their early

adjustment. Their interpretation suggests that therapists have experienced
excitement; 'anxiety' at work and at home; and feeling 'disheartened'.

3.1.3 Subcategory of Having No One to Ground Us

'Having no one to ground us' refers to therapists' accounts of having no one there to

reassure and contain anxieties during the process of adjustment. Within this study,

grounding means neutralising anxieties of self or others. Although therapists
discussed feeling supported by their supervisor or colleagues, they recognised that no
one within their team had been through the process before and would be able to

guarantee that it was going to work out positively based on tangible experience.
Within these narratives, there is a sense that theory and practice are two separate

components, and that practice is in some ways more valuable.

Further, meanings of this subcategory refer to lacking regular space and time for
reflection on their experience, as an integral part of the model. This would ideally
involve having the opportunity to think about their performance and relationship
aspects of the therapeutic process while feeling contained and receiving support to
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help them know where they fit within the team and system. At times, therapists have
not felt listened to or have observed others feeling not listened to due to limited time.
Other therapists have described feeling frustrated due to a lack of focus within the
team and are seeking a clearer focus or direction:

"(■■■) MST is new to everyone here and we didnae [Scottish colloquial
pronunciation of 'didnot'] have anybody, 1 mean [supervisor's] obviously
well versed in it in book smart terms so there wasnae [Scottish colloquial
pronunciation of 'was not'] anybody I think that was able to ground us all.
We were all kind of like, you know...that's my personal opinion, I don't
know ifanyone else thinks like that..."

(Therapist 1)

"...and I think it's been difficult, because ideally, I think ifyou are going
to start a new post you want to come into a team that's been established
for a long time and they can say 'oh look'you know this is where they can
support you to fit into that team. Whereas this has been a completely new
team. Everyone's findins their feet, and I think that can bring frustrations
with it. I always get paranoid that I'm asking * or * too much and that's
pissing them off although I think that's true of other kind ofpeople as
well".

(Therapist 2)

"I think the importantpart for me is that when you are dealing with a lot
ofcases andyou 're dealing with a lot ofyour own inner worries and stuff
about [am] I do in2 this risht? or is this workins? or if this doesn 't work
does it fall on me?... and I think you need that period of reflection to
actually deal with your inner angst, ifyou like, to then make a decision or
come up with aplan to workfrom in an objective way, 'this is right or I've
done this wrong or I could have done this better' or whatever, ... so I think
you do need it and I think it's a way that group supervision and
consultation doesn't. It's not a reflective process, so the one to one gives
you that time to process your thoughts, process what you've done right or
what you've done well, what you could have done better and just allow
you that period of time... and I think in my experience you certainly need
that, and I think that is a skill that you develop, that you 're not really
defensive. You can accept it sometimes, that you could have done things
differently, or better, and other times you think, 'yeah I've done as well I
could there' or 'the model has done well as it could do' as well, so it's not
just about me, it's about the model".

(Therapist 5)
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Therapists identified an opportunity to reflect on their own development alongside
that of their colleagues as a means of managing the adjustment to a new way of
working for themselves and the wider team.

Supervisors acknowledge the potential for therapists to feel overwhelmed due to

changes in their role; shifts in boundaries and practical issues such as working on

their own in potentially stressful situations. They recognise that therapists have had
no time to 'wonder' due to having to meet work demands almost immediately.
However, in contrast to therapists, supervisors appear to predominantly argue that
the model is highly supportive provided that it is used as intended and has the ability
to enhance their experience of the post. They describe it as a structured process that
guides the assessment, formulation, and intervention process. For example,

paperwork attached to the model directs therapists to the type of information to

collect, allowing them to individualise and target a client's risk and maintaining
factors. Supervisors further argue that the paperwork additionally guides reflection
on the effectiveness of interventions.

There was some discussion from supervisors with regards to their role moving away

from providing support with cases, and instead focusing on helping therapists to

develop their therapeutic skills by identifying strengths and difficulties as defined by
the TAMS. Overall, it appears that supervisors and therapists are experiencing the

supportiveness of the model differently. On the one hand, therapists are requesting
that they receive additional reassurance or guidance that occurs within the context of
a supportive relationship. On the other hand, supervisors are anticipating that the
model is supportive in nature and that their role is to provide further specific
feedback on skill development.

3.1.4 Discussion of Main Category of Locating Source of Struggles

3.1.4.1 Triangulation of Therapist and Supervisor Data

In essence, therapists' accounts that form the category of 'Locating Source of
Struggles' suggest that becoming a therapist has been experienced as stressful, in
that they have been faced with demands that they have appraised to exceed their
personal resources and external resources, e.g. support from others. The language
used by therapists to describe their experience conveys the demanding nature of the
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process, as well as the unpleasant impact that it has had on them at times. For

example, therapists refer to having felt 'overwhelmed', 'uncomfortable', and
drained due to the enormity of the demands that were placed on them over the
course of their early adjustment process. Some therapists appear to describe their
experience as frantic due to the volume of competing demands placed on them.

Therapists strongly recognise that their previous experience and way of working
differs from the model and its associated demands. Narratives indicate that they feel
unarmed and defenceless in that they no longer have supportive relationships,
knowledge, skills or relevant experience to assist them in conquering daily

challenges of using MST and working in a group context. Their narratives portray a

lack of emotional containment with blurred interpersonal and working boundaries.
As a result, therapists have described a process of engaging and disengaging from
the model and relationships, and at times, impacting on their problem solving

capabilities. Compounding their fears is the realisation that they do not yet know

through experience whether it is going to progress positively for them.

The researcher interviewed supervisors to seek complimentary information ('missing

pieces') and 'divergent' information ('same content but different interpretations')

(Sands & Roer-Strier, 2006). The purpose of this was to establish further contextual
information and seek alternative explanations to explore with subsequent participants
to develop the properties of the developing theoretical understanding. For instance,
one of the supervisors introduced the notion that some therapists were adjusting
easier than others, which encouraged the researcher to ask subsequent participants
about the impact of previous experience and training on adjustment. With this in
mind, the 'validity' of the therapists' experiences was never in question.

Supervisors' narratives converged with therapists' experiences in several ways.

Firstly, based on their observations of therapists in supervision and consultation,
supervisors recognised that therapists were experiencing a 'steep learning curve' due
to the enormity of change required. Secondly, similar to therapists, supervisors had
not anticipated that using the model in practice would require such a significant
adjustment. Thirdly, supervisors expressed an awareness of the pressures of
adjusting to working 'on call' and working with complex cases at the point of need .

Finally, supervisors recognised that potential consequences of struggling to adjust to
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the model were that therapists continued to rely on working practices from previous
experience. Similarities between narratives do not provide validity but instead
inform us that there is some shared understanding and recognition of therapists'
experiences by supervisors.

Perspectives of supervisors added some contextual information that was

complimentary to understanding therapists' experiences of struggling to identify
with MST. Supervisors were aware of the fundamental differences between MST

and existing services in that other services were often advocating that children
become accommodated or that intra-psychic factors be addressed. Further, existing
services often recommend thatmultiple services exist around a child, which contrasts

with MST holding sole responsibility whilst involved. This information adds

meaning to the discrepancies between previous experience and MST, as well as

expressed difficulties between therapists and interactions with other services.

Additionally, supervisors acknowledged that therapists were immediately working
with complex cases, which they described as unusual for newly established services
that require a period to develop skill.

However, exploration of therapist and supervisor narratives revealed, at times,

divergent interpretations of similar phenomena. Although supervisors recognise that
the post poses many challenges for newly appointed therapists, they appear to
attribute difficulties as being mainly due to a lack of understanding of the model,
which reduces experience of success and prevents therapists from feeling supported
by the model. Supervisors appear to have experienced therapists as adjusting
differently and that adjustment has been easier for those who have arrived at the post
with experience and training that is more compatible with the model. Whilst
therapists' narratives support this to some degree, it appears that their
conceptualisation of adjustment involves adapting to more of an interpersonal and
lifestyle shift that extends beyond grasping how to apply the techniques of the
model.

3.1.4.2 Comparison of Therapists Narratives with the literature

The category 'Locating Source of Struggles' provides information on the extent of
stresses associated with therapists' experiences of trying to fit with the model and
colleagues. Narratives describe all three symptoms of bumout (Maslach et al, 2001)
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to some degree, suggesting that there is a risk of experiencing burnout from this post.
Emotional exhaustion is described by feeling 'overwhelmed' and 'drained'. As

therapist 2 mentioned, there were days where she felt that she could not carry on
with the job. Cynicism was also evident for some therapists who questioned the
purpose of the model and their ability to make change. Finally, inefficacy was also
present in most therapists doubting their ability at times and seeing little reward for
their hard work.

In line with the person-environment fit model (Rubino et al., 2009), therapists
questioned their ability whilst comparing themselves to colleagues and with the
model. Some therapists doubted their ability to adhere to MST at all times due to

inherent differences between their thinking, therapeutic style, or experience.

According to this model, therapists may experience bumout from having to expend
high levels of energy to meet demands, leading to exhaustion, cynicism and lack of

personal and professional growth.

'Locating Source of Struggles' conveys therapists' attempts to form attributions to

understand their experience, as well as to blame or defend themselves or the model.
This is consistent with attribution theory that attends to how individuals explain the
outcome of events or experiences, with reference to the behaviour of others and
themselves (Geisler, 2003; Hayes, 1993). Attribution theory has been a focus for

organisational research as well as in understanding group processes (Cramton, 2002).
A prominent aspect of this theory relates to whether individuals interpret behaviour
as deriving from internal or external sources (Geisler, 2003). This appears to capture
a central process that therapists (and supervisors) are engaging in by assessing
whether struggles are located internally within self or others, or whether struggles
are situational and located within the model or due to lack of support from others.

This process is evident throughout therapists' narratives; however it is most
noticeable within this category.

The cognitive appraisal model (Lazarus & Folkman, 1984), which was outlined in
Chapter 1, provides an additional framework to help understand therapists attempts
to make sense of, and cope with, the demands inherent in their experience. In line
with the cognitive appraisal model, therapists have formed appraisals of threat or
'harm/loss' in response to the demands being placed on them. Examples of
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impending threat include the potential for scrutiny with lack of progress, concerns
that they might not be able to assess and manage risk to the child, and worrying
about their ability to perform the job. Examples of appraisals of harm include losing
confidence in self and feeling isolated due to losing connections with previous
colleagues.

With reference to secondary appraisals, there is evidence within this category of
therapists attempts to cope with the adjustment. There is a sense that therapists
have perceived themselves to have little control over the process of adjustment and
have engaged in predominantly emotion-focused coping. As outlined, lack of

perceived control intensifies experiences of stress, as well as increasing the
likelihood that emotion-focused coping will be used. Lack of perceived control may
be driven by lack of resources due to unfamiliarity with the model as well as feeling
that there was little they could do to practically change their situation due to the tight
parameters of the model.

However, there is some variability between the forms of emotion-focused coping

used, with therapists attempting to blame themselves; reducing the value of the

model; and minimising its importance by negating responsibility of struggles.
Emotion-focused coping, within the context of the results, suggests that this form of

coping is evoked when trying to establishing emotional equilibrium and to ensure

that self-concept and worth remains intact. Overall, from this perspective, emotion-
focused coping serves the purpose of trying to search for meaning and understanding
of experiences within the model and team and where they fit.

Attempts at problem-focused coping have involved participants 'holding onto the
past', by drawing on old working practices, when they have been confronted by a

situation that they have struggled to know how to deal with or have disagreed with.
Successful attempts at problem-focused coping are more likely to have occurred
once they have gained a sense of perspective from emotion-focused coding as
outlined to some degree within the category of 'Advocating Change'.

Interpreting stress as being socially mediating adds meaning to experiencing
struggles within a group context that is more realistic than individualistic theories.
This theory is proposed by the Integrated Social IdentityModel outline in Chapter 1.
For example, having relevant experience may increase personal resources, which in

Results 83



Making Sense ofMultisystemic Therapy
turn reduces the impact of stressors ifworking independently from others. However,
interpreting struggles from a group perspective may help explain why individuals
who possess skill and experience appropriate for MST may still experience struggles.

There is some evidence to suggest that therapists are continuing to identify with their
professional backgrounds, as demonstrated by the subcategory of 'recognising
difference' within 'Locating Source of Struggles' between self and colleagues and
self and the model. 'Holding onto the past' involves retaining old ways of
conceptualising clients difficulties, missing relationships with colleagues, and
ultimately by not fully committing to MST.

'Social identity salience' (Jetten et al., 2010) may enhance our understanding of why
some participants resist letting go of conceptualisations and clinical skills gained
from their professional background due to remaining attached to their previous social

identity of psychologist, social worker, nurse, occupational therapist or community
education worker. Remaining attached to their professional background also reduces
the likelihood that they will access support from staff within MST, thereby

maintaining stress. The importance of identifying and connecting with others was

described by Therapist 1, who experienced a turning point attributed to connecting
with the consultant at a booster session, which increased her ability to engage with
the model. Prior to this experience, she had struggled to identify with advice given

by MST.

Narratives suggest that the degree to which therapists have connected to MST and
their colleagues has been variable over time. There is evidence to indicate that there
are fractions within the teams between therapists and between therapists and

supervisor/consultant. Therapists have discussed forming important connections to
colleagues, yet this has not been consistent for everyone. With reference to the ISIS,
(Levine & Reicher, 1996) this suggests that therapists may evaluate potential
stressors differently reducing the opportunity for mutual support and cohesion.
Therapists who are not part of the in-group may not be able to access support and
consequently remain stressed. Alternatively, therapists who have established
connections to colleagues but not to MST are unlikely to be able to fully benefit
from the supportive aspects of the model and from supervisors/consultants.
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Narratives of participants refer to interpersonal difficulties or unpleasant group

dynamics. Most notably, therapists described feeling drawn into others emotional
struggles, which was captured within the subcategory of 'encroaching on self. This
is consistent with Schein's (1999) theory in that there is a sense of therapists reacting
to each other's emotional responses and subsequently withdrawing back from others
within the group. This withdrawing response appears to constitute a coping response

to emotions that are described as being uncontained.
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A second aspect of this evaluative process is described within the category of
'Defining Worth'.

Relationships Model

Figure 4: Defining Worth

'Defining Worth' is an evaluative process where therapists define what is important
to them, or important in adjusting to the model. This category developed in its

preliminary form following the first two interviews. However, it was raised to a

category over time from reflecting on ongoing rhetoric aimed at identifying a range

of assets that were given meaning and priority over other assets. Preliminary
attempts to capture this process were entitled 'identifying strengths', which did not

convey the evaluative and judgment based property of this category, where in raising
assets therapists are minimising others. The researcher perceived 'Defining Worth'
to portray a judgement based quality.
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connections . Defining assets refers to identifying strengths that therapists
perceive as fitting well with the model, or that they view as important regardless of
whether they are valued by those around them. 'Making connections' involves
identifying relationships or things to hold onto that have helped them to cope over
their time in post and that they view as having 'worth' for them. 'Defining Worth' is
therefore a process grounded in therapists' experience. 'Defining Worth' is a further
process involved in 'Making Sense ofMST'.

3.2.1 Subcategory of Defining Assets

'Defining assets' refers to a process of identifying characteristics, skills and qualities
that appear important to the post from experience. Additionally, 'defining assets'
also encompasses strengths that are deemed important to therapists regardless of
whether they would be perceived as important to MST and those around them.
There are five components to 'defining assets', namely 'valuing experience',
'valuing skills', 'valuing characteristics', 'valuing faith', and 'valuing self
reflection'. 'Defining assets' will be illustrated below.

From experience of the post, therapists have proposed skills that are advantageous
for the post. Possessing skill in the behavioural approach and being able to attend to
detail was perceived as being desirable. Therapist 5 concluded that possessing
competence is essential in order to obtain positive outcomes in any post.
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expeiience tells you that ifyou stick to something, and become

quite good at it...it doesn t really matter sometimes what you do as
ong as you are pretty good at it, then it should get you some kind ofresults..."

(Therapist 5)
In valuing skill, Therapist 5 is negating the exclusivity of the model in its benefits
over other approaches.

Working as a multisystemic therapist involves working with the family, which
requires a huge amount of knowledge and skill, as well as occupying case

responsibility and working with a vulnerable client population where risk is
inevitable. Therefore, therapists discussed the breadth of knowledge that is required
for this post, with knowledge of social work systems and legislation as well as

psychological principles and theories. Some therapists acknowledged that having a

multidisciplinary team fits well with the need for wide range of knowledge as the
team as a whole can provide the breadth of knowledge required.

'Defining Worth' highlights that therapists perceive characteristics to be important
for success. Characteristics emphasised include having the 'right attitude' as well as
commitment. This indicates that internal factors are as important as external factors.
A picture formed of having to possess commitment and effort, being open-minded
and willing to pursue something new and to learn new information, which may

contradict previous learning. Additionally, being mentally strong and being able to

receive feedback ('taking it on the chin' as described by Therapist 1 and 4) are

important for survival. Possessing self awareness and acknowledging areas for
personal growth, was viewed as essential. Defining characteristics appears important
when considering self in relation to others as well as the model. For example,
having a sense of humour was viewed as important, partly as a coping strategy to
survive the enormity of change, but also in working alongside others.

Having faith or a belief in the model was identified as being essential in order to
prevent themselves from abandoning their role. However, having faith also referred
to believing in themselves and their ability to complete the adjustment process

successfully. Having faith in others is also required as the group process requires
working together and learning together. This sense of surrendering self to the model
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and to others was perceived to be an expectation of the model and as a coping
strategy.

Therapists placed significant value on prior clinical experience as a protective factor,
including experience of working with the client group, in carrying responsibility,
managing risk, and in working within the community. It was argued that such prior

experience allows therapists to focus predominantly on learning the model due to

feeling more equipped in general competencies with the client group. Therapist 4

captures this in her narrative:

...I think that it has been beneficial to [have occupied a high level of
responsibility] it has been beneficial to have training in risk
assessment and risk management tools and it has been beneficial to
work with this client group. And I think that gives you a good
standing for then being more comfortable with learning the model.
And perhaps there are some people in the team that haven't
necessarily come from that background and maybe that's why they
are struggling slightly more than others. "

(Therapist 4)

Valuing experience also reflects a recognition that having experience brings with it
an understanding of what it means to work in this post, giving experience a sense of
credibility:

"I think from a supervisor's point of view...I do think if we had a
supervisor that had actually workedwith MST, or even carried a case
of an MST, I think that would make it easier I think that they would
have a better understanding of what we 're going through because I
certainly feel that like all models and theories, until you've actually
done it you can't really know how it works, and the challenges and
how it comes up, and I think if in an ideal world you would have a
supervisor, that's experienced in it and done it...and I think would
make it a bit easier and certainly that's an overriding thing that's
came through on a number of occasions, that when people are
asking...you to do certain stuff or ifyou're struggling with certain
stuff, that I don't always think, they get how hard it can be or that,
might not be the right way ofdoing it then so I think to make it easier
if you are setting up a service then ideally you would have a
supervisor that has done it and if they hadn t done it they would be
carrying like say one case just to go through the whole cycle of it and
go through the model themselves so they actually have a better
awareness ofwhat everyone eoes through. "

(Therapist 5)
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Supervisors similarly reflected on assets that they had come to realise were important
for therapists. They discussed particular skills, characteristics and experiences that
they had come to value. Supervisors gave weight to the ability to form quick
decisions in stressful situations, whilst planning and following a well thought out
analytical process. In addition, being able to seek and integrate advice whilst
demonstrating autonomous practice, and sharing ideas and opinions with colleagues
was prioritised as valuable by supervisors.

Desirable characteristics of a therapist include demonstrating a flexible mind set by
being open to behavioural conceptualisations of clients difficulties; open to

working flexible hours; willing to leam by seeking, listening to and responding to

advice, in contrast to relying on assumptions drawn from previous experience.
Additionally, feeling comfortable with having flaws or areas for improvement
exposed publically was recognised as a strength. With this in mind, supervisors

placed value on therapists' ability to regulate their anxiety and that of the families as

essential.

Developing as a therapist, according to supervisors, is strongly dependent on

exposure and experience of using the approach in situ with clients. It is

predominantly from the experiential process that learning of the approach occurs due
to the differences in practice between MST and other approaches. Further to this,

supervisors identified the role of community experience and that of behavioural
approaches as aiding the adjustment process.

3.2.2 Subcategory of Making Connections

Therapists described connecting in some way as a means of validating or justifying
their experience as well as a way of trying to ground themselves. This subcategory
was named 'making connections' to account for the process of linking in with
something or someone, which has either facilitated their positive journey, made their
experience more bearable or helped them to turn their experience around to be more

positive. Four properties of making connections were formed and are entitled,
'connecting to the model'; 'connecting to others , connecting to families , and
'connecting with myself. These properties will be discussed in communicating the
meaning of 'making connections'.
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model, despite their struggles or challenges. For some therapists, this commitment
was present prior to taking up their post and remained strong. It appeared to be
something that they drew on to buffer or protect themselves when experiencing
doubt or to counteract struggles, representing a further coping strategy. Their
commitment showed a deep connection to the model possibly based on their
experience of working with this client group and feeling that other approaches were
not as effective as they had wished. For others, this connection to the model was not

always as strong and fluctuated throughout the interview. Nonetheless, the function

appeared similar in that they drew on the model and showed their connection to

aspects of it even if they did not connect with the model as a whole. This process of
connecting to the model appeared to remind them ofwhy they were in this post:

"... I think working intensively with your families is great as well,
because, at times, you can see change happen quite quickly, ... and
that's really nice, and it's really kind of rewarding ifyou like, just
working with families, and you know systemically. I suppose we get
referred the young person, but you 're really kind ofhelping the whole
family to change, and that's really good, knowing that that's going to
be sustainable, and just helping all the professionals to link up and
make sure things are, you know, working together in the way that
you 'd hope to in [previous post] but it never happens ... so I think I'm
doing the job that I've always wanted to do. "

(Therapist 2)

Therapists described connecting to others and viewed this as essential in helping
them to make sense ofMST and their experience. It describes a natural part of the
MST process in the sense of forming as a team as well as highlighting the
importance of relationships and connections in facilitating learning. Some therapists
explained that their learning was facilitated by having informal discussion in
between supervision and consultation and that it was from this that they have felt
connected as well as made sense of the MST process. Relationships appear

important in aiding learning and that learning does not always take place out with the
context of a supportive relationship. Therapist 1 explained that she struggled to
connect with the model until she formed a connection with the consultant in person

at one of the booster sessions, which she was not able to achieve during consultation
via the intercom system:
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e oostet session was really good it really gave me I guess re-

inspired ... I felt re-motivated again and re-energised a wee bit and
made a personal connection with [consultant] so I didnaefeel quite so
alien, you know, with the phone contact. ... Speaking to them, aye,
and then chatting to [them] sort of informally and I think that's when
it actually when it turnedfor me when I think about it properly that
was when it turnedfor me the sort ofconsultation part, because I did
feel quite, oh this is mad, oh this is a waste of time, but then when you
met [them] again in person it made a bit of difference for me
anyway

(Therapist 1)

Forming positive relationships was identified as being crucial in this job in that you
need to be able to trust each other to be able to engage in the supervision and
consultation process:

"... good it's a supportive team and I think we just... [need] a few
nights out actually to kind of, bond, because we've haven't really had
that opportunity yet, And I think that you know the more you know
once we get more opportunity to do that, but I think we've bonded
really quickly anyway under the circumstances I think there's a lot of
trust between all of us. I think there has to be...in this kind ofjob,
because if you felt like you couldn't trust your workmates, you
wouldn 't be able to oven about the strussles that you 're having with
yourfamilies...."

(Therapist 2)

"I thinkfor the others my feeling is always that it's been apretty good
bunch offolk, and thatpeople are pretty helpful and, pretty supportive
as much as they can be, you know, because it's quite hard, because
you 're not working in pairs or anything like that, so certainly in some
ofthe difficult cases I thinkpeople have had a good degree ofsupport
and sympathy, I probably think [sympathy] is a good word because
it's not really about trying to offer much I think it's just giving that
sympathetic ear rather than empathetic because sometimes you need
that so I think it's been pretty good I think people are quite aware of
stuff that's basic stuff like the on calls ifsomeone's had a tough week
offer to do a night on call just to give them a wee break and that's
nothing you can t write that into a policy that s about people you
know ... I think things that make it easierfor me is ifI enjoy who I'm
working with so I think I'm reasonably happy with who I'm working
with so that makes it a bit easier but I think the trouble would always
be ifI stopped enjoying who I was working with ...

(Therapist 5)
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'connecting to myself. 'Connecting to families' refers to the therapist's experience
ot forming therapeutic relationships with families and being reminded of their
original motivations in applying for the post. This experience has served to validate
their role as a multisystemic therapist due to being in the perceived position to
implement change from working closely and intensively with families in their
environments. Connecting with myself refers to the process of therapists defending
their own self worth when faced with self doubt or perceived criticism from others.
It involves acknowledging personal qualities and skills regardless of whether they
appear to be valued by colleagues of the model.

Supervisors appear to have found it difficult to gauge the extent to which therapists
have sought comfort through forming connections with someone, or something, to
ease their adjustment process. One supervisor commented that she would have

developed a clearer understanding of therapists in a shorter space of time within
other therapeutic approaches. However, there was some reference to variability

existing between therapists with regards to connecting to the model, with some

having appreciated the structure that the model affords, whilst others have resisted

consistently using MST with families. Supervisors' narratives suggested that some

therapists remained more connected to their previous experience and professional

background ('connecting to myself) than to the model and to MST colleagues. Lack
of connection to MST was associated with a reliance on using other models gained

from experience, which interfered with their ability to remain faithful to the model.
Further comment that implied a lack of connection to the model included difficulties
in fully understanding the rational of MST as well as lack of procedural
understanding of how to use the model, which caused some therapists to struggle to
embrace MST.

When reflecting on their own thoughts and feelings regarding their own adjustment,
supervisors' narratives demonstrated a strong and unwavering connection to the
model. They experienced the model as supportive to them in their role as a
supervisor, due to receiving ongoing direction from their consultant who reiterated,
or added upon, supervisors' advice given to therapists.
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There was some awareness within supervisors' narratives regarding the importance
of supportive relationships for therapists. One supervisor reported that therapists had
supported one another by regularly changing 'on call' shift patterns to accommodate
each others out of work commitments. Additionally, supervisors acknowledged that
therapists often sought support and advice from each other. However, supervisors
appear to view supportive relationships as a desirable but non-essential requirement
of the adjustment process and as more important for therapists who are struggling
with the demands of the post.

3.2.3 Discussion of Defining Worth

3.2.3.1 Triangulation of Therapist and Supervisor Data

In essence, 'Defining Worth' reflects therapists' attempts to makes sense of aspects
that hold meaning and are prioritised from the perspective of the model, themselves
or within the group. This process is likely to follow on from and occur in tandem
with 'Locating Source of Struggles' as a means of reflecting on the past and present

to evaluate current expectations proposed by the model and within the group. Both

'Locating Source of Struggles' and 'Defining Worth' combined are attempts to

integrate information grounded in their experience, which inform their course of
action for the future.

Therapists and supervisors recognised that experience in the behavioural approach
eased the adjustment process. Experience in behavioural approaches affords the
attention to detail required to develop behavioural descriptions rather than internal
experience or diagnostic categories in assessment and formulation, which is
consistent with MST. Additional appropriate skills, or experience, mentioned by
some therapists and supervisors included having community experience and having
occupied a high level of responsibility such as in managing risk and acting as a case
holder. However, the role of responsibility is complex in that, as one therapist
explained, making the shift to act solely as a therapist and relinquish supervisory
responsibility has the potential to cause confusion or discomfort around roles.
Therapists and supervisors were able to recommend a broader range of
characteristics, such as sense of humour and the ability to regulate one s own
emotions, based on their experience of the wider demands involved in adjustment.
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Exploration of the differences and similarities between therapist and supervisor data
reveal that they understand, to varying degrees, the complexity of the post in having
to balance demands. As one supervisor described, therapists are required to share
their thoughts and be able to seek and integrate advice whilst acting autonomously.
Whilst sharing ideas appears to have occurred to some degree, there is a sense from
both sets of narratives that therapists are not entirely comfortable in having their
flaws exposed and that they are not seeking, or using advice, as intended by the
model. The subcategory of 'making connections' suggests that there are some

important differences between therapists and supervisors in where they locate
worth . Supervisors are clearly aligned with the model, whereas therapists at times
value aspects of themselves that do not fit with the model, including other
therapeutic conceptualisations or approaches. Additionally, therapists are seeking
other forms of support, such as reflection or time on their own away from the

interpersonal demands of the model.

3.2.3.2 Comparison of Therapists Narratives with the Literature

As previously outlined at the beginning of this chapter, all three main categories

represent three facets of the same overall process. It is therefore helpful to refer to
the theoretical literature outline in Chapter 1, as well as in discussion of 'Locating
Source of Struggles'. The cognitive appraisal model (Lazarus & Folkman, 1984)

suggests that stress arises when an individual perceives demands as exceeding their
available resources. The category of 'Defining Worth' highlights the assets required
to function optimally as a therapist that, for some participants', adds to a sense of
having to meet expectations defined externally. For others, this process of 'Defining
Worth' involves a realisation that they have some of the necessary qualities and
therefore have some valuable resources for which they can draw on in times of

potential stress. Consistent with participants' narratives, this model adds weight to
the role of possessing relevant experience as this is likely to increase personal
resources to be able to cope with potential stressors.

'Defining Worth', similarly to 'Locating the Source of Struggles', describes coping
strategies by therapists as accounted for within the secondary appraisal process of the
cognitive appraisal model. As a way of coping, participants have also aligned
themselves with beliefs, colleagues, or the model to support their ability to cope.
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Showing a sense of belief in the model, colleagues or in themselves serves to justify
their experience. It may also be postulated that making connections with others

highlights the importance of seeking out relationships that may provide a supportive
and containing function.
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Therapists, in their narratives, suggest that change needs to occur to protect their

wellbeing, or to progress in their role. This category also reflects 'Advocating
Change' that they have undergone throughout the process due to acknowledging the

progress that they have made. 'Advocating Change' is therefore a proactive process

where therapists are identifying what needs to change or appreciating the positive

changes that they have already accomplished. Development of this category

occurred further on during the data collection and analysis phase when Therapist 3
spoke of her recognition that things needed to change in order for her to continue
with her adjustment. This admission caused the researcher to review previous
interview transcripts to capture participants' conclusions on their continued
adjustment process and the role that change played. An initial attempt to describe
this process was referred to as 'working to change self. However, from reflecting
on the role of change, it became clear that this title was too narrow and excluded
different forms of change that participants were seeking, including change to aspects
of the model or learning process and within the group dynamic. Further to this, this
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1 d>scussed change as occurring in the present without reference to past
or future change.

There are three subcategories of this category, which are outlined in Figure 7:
'promoting space and time'; 'shifting boundaries'; and 'recognising progress'.

Figure 7: Subcategories of Advocating Change

3.3.1 Subcategory of Promoting Space and Time

'This subcategory refers to the realisation that space and times are essential
requirements in order for therapists to develop in their role, as well as preventing
them from feeling overwhelmed. There are three properties of this subcategory
including, 'accepting space and time', 'reducing demands', and 'gaining clarity'. All
properties reflect varying aspects of acknowledging or experiencing the need for
increased space and time. Part of the change process is accepting that time is a
feature and that the process cannot be rushed. Therefore, therapists are promoting
space and time to themselves as well as to others:

"I think it's just always promoting the space that ifyou 're not doing
as well as you could be doing, or whatever, that it s okay, you know
that, that's kind of expected. You're told that at the start but
sometimes when you 're in the middle that it doesn tfeel like that, you
know, I think ifyou have that kind ofculture, that it s okay for things
not to be right, then it does make it a bit easier to cope with that.
Because you 're usually talking aboutpeople who have experience and
are fairly competent, to feeling, you know... it s never a nice
experience.... Even though you know that's happening it's still not a
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mceJe*j™& and you know this post ifyou're looking for differencesprobably is a post that will take a while before you actually feel that
you re at a level ofcompetence ".

(Therapist 5)

Therapists also defined 'promoting space and time' as 'stepping back' from
everything , in order to gain clarity and make sense of their experiences and
expectations. This reflects a coping strategy in attempting to protect themselves,
process what has happened, and work out how they should proceed. It represents
another form of trying to ground themselves emotionally. An essential component
of this is in reducing expectations of self and learning to 'relax':

"...Ifelt it took a wee time to get myself together and say you know
you do you 're just going to have to take time and go with it. That was
probably I say about 2 or 3 months ago, Ifelt like that but I'm feeling
pretty, I've come out the danger zone, becoming more confident again
in myself... you've got to be able to again step back and say well what
is it that I didnae like about that? Is it because I think ofmy work or
is it because that's my barrier? You know to thinking it won't work,
you know

(Therapist 1)

Additionally, this process captures a sense of trying to slow down and to become
more focused rather than frantically trying to do everything at once due to feeling

pressured and anxious:

"...instead of twine to do 10 thinss at the one time, you know
multitask. It's like focus on what you want to do and get it written
down and then just do it. So, action orientated, goal or present
focused. You know that kind ofthing and keep on remindingyourself
because I do have a tendency to run around and try to do everything,
you know. Oh I need to do that. Oh I foreot to do that. Oh, I better
do this. So you 're constantly having to you know how the paper
works. Like your goal every week, writing them as an outcome.
What is it you 're doing? How you are going to do that, you know.
So, it's like the way the papei~work is and I think I'm starting actually
live mypersonal life like that.

(Therapist 1)
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occur in time, which seems to provide some reassurance to therapists:

...somepeople are taking a bit longer to learn than others i.e. myself
you know and I know I might take a wee bit longer than somebodyelse to pick something up but I know I'm going to get there

(Therapist 1)

...I think that s because [we are] learning the model as well and the
job is new to [us] and I think when [it] is being done the way it's
meant to be I think it will be really good and really help, andprobably
address a lot ofthe anxieties, and kind of, one of the struggles that are
going on at the moment".

(Therapist 2)

Supervisors also advocate the merits of therapists learning to accept that their skills
will develop over time with perseverance. In doing so, they suggest that therapists
need to adjust their expectations of themselves, and of families, in what they are able
to achieve in the early stages of intervention. Therefore, supervisors appear to view
lack of space and time as stemming from therapists' (and supervisors') own

perceptions that they need to achieve positive outcomes (in the form of reduction in

offending) almost immediately. Supervisors' acknowledged that all staff require
some distance in order to gain clarity:

"...I think it's got huge potential and it's just again, same with me as
with everyone else having a high expectation andjust space to relax a
bit. And it's gonna take a bit of time before we 're really delivering to
the best standard that we can ".

(Supervisor)

In contrast, most therapists predominantly seem to view space and time as necessary,
but incompatible with the model.

Supervisors appear to have recognised, and sympathised, with the challenges in the
adjustment process and have consequently tried to encourage the experience of space
and time by accommodating the therapists where possible. For instance, supervisors
have encouraged therapists to work from home to reduce travel time, reduced the
complexity of cases whilst therapists leam the model and allowed them to add extra
hours worked onto their annual leave:
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complex cases really early on...and at a time when [we] were literally
just you know second week in the job... and there were times when
[we vej had to take the decision to [work with] less complex cases in
order that [we] can progress and learn the model at the rate [we re]
capable ofwithout becoming overwhelmed...". (Supervisor)

3.3.2 Subcategory of Shifting Boundaries

Therapists discussed having to change their boundaries to protect themselves or to

allow themselves to connect further with the model. This involves 'establishing
boundaries around myself, 'learning to invest' and 'responding to shifting roles or

responsibilities', which are the three components of this subcategory.

In establishing boundaries around self, therapists describe a process of learning to

'separate and detach' and define their personal parameters of where they begin and
the post ends. During the process of adjusting, therapists have had to let go of their

previous boundaries formed to accommodate traditional working hours or

individualistic working styles. Therapist 2 realises that she needs to re-establish
boundaries around herself to cope with the intensity of the work:

"... I think hopefully, Ion'perm...I need to kind of manage that
[intensity of the work] and make sure that I'm like I've been saying be
able to be stable and consistent and I think a lot ofthat comes down to
boundaries as well you know and kind ofI think you know the work
that I do with families has made me reflect on my own upbringing and
my own families and standards around things and kind of assessing
risk and stuffand kind ofyou know thinking about you know do I need
to do more have more boundaries with families...?

(Therapist 2)

In 'establishing boundaries around myself, therapists have attempted to recognise
their personal parameters and concluded that the post is time limited due to the
intensity of the model and flexible working hours, as well as the limited managerial
experience that can be gained:
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work and / I ?® 'f* Aow muc^ I give ofmyself in mywork and to have firmer boundaries around that and I don't know ifit s a job thatyou could dofor a long time. I think it's time limited".

(Therapist 2)

I don t see myselfdoing this long term, I have to say, I don't think
it s a job thatpromotes that... "

(Therapist 5)
...I haven t been doing the job long enough, but I wonder how it is a

few^ years in, you know, whether you just think right I want a 9-5 job

(Therapist 6)

"... 2 to 3 years is maybe the maximum that you could do this job,
before moving on to something else. Because as well as you know
being really demanding ofyour time andyour energy and everything
but it also doesn t allow for you to develop any sort ofmanagement
experience or supervisory experience that kind of thing if you're
wanting to progress so you ifyou 're looking to progress higher then
you need that to go on to do whatever you want to do and you don't
really get that opportunity. So, yeah, but I would say probably 2 to 3
years ".

(Therapist 7)

'Establishing boundaries around myself and defining personal parameters also
reflects therapists deciding what is not important to them and pushing it away or not

letting it enter their world too much. Therapists 6 and 7 capture this process when

discussing the use of the TAMS (therapist adherence measure that has been outlined
in Chapter 1) and deciding when to detach from feedback given in supervision or

consultation:

"... well the boosters I've found very helpful, and in the last booster I
understandmore...why MSTwant to use the TAMS with therapists but
for myself...I really haven'tfound it useful so far, like we had ourfirst
TAM feedback last week, and it just meant nothing to me like. I
couldn 't see that it was going to help mepinpoint things that I need to
improve. It just seemed to be quite random, and I m wondering
whether that would change because I know that ifI ve had a difficult
session with a family and they get asked to fill in a TAM they are
likely to give me quite low scores but then I knowfoi a fact that some
families are giving me very high scores as a sort offlattery type thing
like you know oh I'll give you a good score and I m like no, it s not
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otheryou know and that doesn 't really help me ".

(Therapist 6)

[feedback] does getpushed a lot in thisjob so you have to be able to
take it, youjust have to walk away and switch offfrom it really, take it
on board if need be, but if they're pushing, pushing andpushing you
just need to try and say I've done everything right. I know I did and
just knowingyourself "

(Therapist 7)

In contrast to establishing boundaries around myself, 'shifting boundaries' reflects
a process of learning to invest or opening up and letting the model or others in.

Therapist 4 describes this process in learning to let other people in and learning to

invest in others as part of the group process that is inherent in MST:

"I really miss the relationships, but that only came after a period of3
years, so I suppose the new team is still coming together. And there
are great people here...and I suppose it's just about me as a person
investing in that as well

(Therapist 4)

Learning to invest also captures opening self up to the model and internalising the
model to some degree:

"Yes, totally because again it's been a kind of a roller coaster and
I'm sort ofgetting at that stage when I'm back on an up. It's really
reframing how I think about things, you know, and how I work before.
I always thought I was here, there, and everywhere, but I'm trying to
retrain my brain to think like MST. So it s slowly getting there. It s
taking its time, but I'm getting there. So I m actually trying to live
like the MSTmore and train my brain to operate like that in terms of
goals and achieving them ".

(Therapist 1)

"... you kind of start applying the model to your life in terms offits
circles andproblem solving Ifeel that actually now I m kind ofdoing
more although it's difficult tofit other stuff into your life I'm probably
doing more now than I ve ever been doing... .

(Therapist 2)
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This was voiced by Therapist 2 who describes opening herself up to taking on
increased responsibility in 'shifting roles and responsibilities' and being brave
enough to view that as her remit:

...at some level it s about taking responsibility and thinking well
okay it may well have happened but what could I learn from that what
could I have done differently what would I do differently next time and
that s helpful and that's hard I think because it's kind of
acknowledging you know because it's not like it's pretty big stakes
you know if the child becomes accommodated or not so the work that
you do is really really important so yes, so it's hard...the emotional
kind ofbit that's difficult and that's just, I suppose trying to let go of
that as well and not hold onto that just try to reframe it in terms of
well that's got to be a learning curve and think about what I would do
differently next time."

(Therapist 2)

Similarities were evident between therapists' and supervisors' narratives in

recognising that adjustment (or continued adjustment) is dependent on therapists

learning to invest further in the model. This includes persevering with the
assessment, formulation and intervention process and associated paperwork, and

'opening up' to seek and receive feedback. 'Learning to invest' encompasses having
faith in the model and choosing to commit. Supervisors are requesting that
boundaries become more flexible to accommodate a different way of working. This

sense of 'opening up' extends to becoming more comfortable in working flexible
hours and working with families in their environments at the 'point of need .

Similar to therapists, supervisors showed some recognition that working as a
therapist is potentially a time limited post due to the intensity and demands on their
time:

"...I don't think staffwill stay aroundforever because it's not the type
ofjob you can probably do forever." (Supervisor)
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'Recognising progress' refers to a process of therapists acknowledging that they
have progressed in some way, which reaffirms that switching to the model or
changing to accommodate the model has been a positive thing for themselves, and
for families, and encourages them to advocate or buy into change:

... [team member] says she can t believe how she worked before or

whatever,—and you know. I was the same! I cannae [Scottish
colloquialism for cannot] believe that we were all out there working
like that..."

(Therapist 1)

"... I think even in the last couple ofweeks since...I feel like I've got
more ofa handle on the actual model, and setting the goals, and how
you work towards it, and I think that's been quite containing for
families (...) I thought you know there's been so much conflict and
difficulty going on, but actually we 're kind ofworking towards these
things and that feels manageable it feels like we're making
progress..."
(Therapist 2)

3.3.4 Discussion of Advocating Change

3.3.4.1 Triangulation of Therapist and Supervisor Data

Some similarities were evident in the ways in which therapists and supervisors
identified areas for change in either protecting wellbeing or in helping therapists to

progress in their role. Therapists and supervisors highlighted the importance of
accepting the need for space and time in order to leam the model whilst not feeling
overwhelmed. There was some understanding from both sources that this involves

learning to accept that therapists are in a novice role and cannot meet targets met by
an experienced therapist. Additionally, there was acknowledgment that clinical
targets, regardless of therapists' experience, can only be achieved with each family
in a graded sequential fashion and are therefore only fully achievable at the end of an
intervention. Therapists and supervisors also discussed promoting space and time
as reflecting the process of having to step back to reduce anxiety and increase
'focus', planning and problem solving abilities.
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their role they must leam to invest further in MST. However, this was a dominant
feature of supervisors' narratives. Supervisors acknowledge that therapists are

working hard but that there is a 'steep learning curve' that is likely to continue.
They advocate that therapists need to be more prepared for supervision and
consultation, which involves following the assessment process of the model using
the assigned paperwork. Furthermore, supervisors request that efforts are made to

remain faithful to MST as an intervention at all times.

Supervisors narratives reflect concern regarding negative reactions from other
services and the potential impact that this may have on therapists and their ability to
implement MST. Therapists were less concerned with external barriers and focused

on issues related to working with families, using the model and working within a

MST team. This difference is potentially unsurprising given that supervisors are

occupying a management role and are potentially more concerned than therapists
with organisational issues. Additionally, supervisors explained that they have tried
to protect therapists, as far as possible, from experiencing service related issues. The
lack of focus on organisational issues, relative to supervisors, might also be related
to having to attend to more immediate issues of learning MST, making sense of their
role, working with families and on establishing their boundaries.

Supervisors anticipate that therapists are at risk of burnout, or of leaving their post,
after a short period of time due to the demands of their role. Supervisors discussed
the importance ofmanaging supervision as effectively as possible by providing more
directive feedback on cases and from increasingly attending to individual clinician

development in a one-to-one forum. However, therapists narratives suggest that
they have begun to withdraw from parts of the model such as feedback, which they
perceive at times as too directive and authoritarian. Additionally, therapists have
discussed the process of withdrawing from each other and establishing their
boundaries to protect themselves. Consequently, therapists are requesting emotional
containment, validation and reassurance for themselves and others, as well as
practical support.
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3.3.4.2 Comparison of Therapists Narratives with the Literature

'Advocating Change' describes a further facet of 'Making Sense of MST'. Here,
therapists are drawing on their attributions accounted for within 'Locating Source of
Struggles and Defining Worth' and reviewing the past and present, to inform their
future. This process suggests that therapists are reviewing their experiences, and
reflecting on changes that need to occur to protect themselves or to continue to

develop in line with the model and with fellow colleagues. Such changes advocated
by therapists include 'establishing boundaries around myself, 'learning to invest'
and 'promoting space and time'.

There is some evidence to suggest that therapists are engaging in problem-focused

coping as well as emotion-focused coping in this category. This is in line with the
literature that suggests that problem-focused coping is more likely to occur once a

sense of perspective has been gained from emotion-focused coding (Folkman, 1984).

Consistent with the main category of 'Locating Source of Struggles', this category

highlights the extent of the perceived demands inherent within the model, in working
with complex families and in working in a new team. Importantly, therapists have
assessed their commitment as being time limited due to the high demands that are
placed on them.
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Figure 8 Making Sense of MST: A Theoretical Model of Early
Experiences of Adjusting to MST

'Making Sense of MST' was constructed to account for the overall process that
occurs when therapists engage in 'Locating Source of Struggles', 'Defining Worth'
and 'Advocating Change'. This process constitutes the core category within this
interpretative understanding of therapists' experiences, with all three main categories

representing facets of this core category. This category is reflective of their
experience of encountering and trying to make sense of significant change, and
working out where they fit in relations to others and the model. Therefore, in
'Making Sense of MST', therapists are attempting to understand: expectations of
others and the model; relationships and where they fit relative to each other; and
their personal boundaries. This category is a reflective process that serves as a

coping strategy to understand their experience and diffuse their emotional reactions.
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This category was initially entitled 'putting things into perspective' as it appeared
that participants were trying to gain a sense of perspective. However, on reflection
the researcher felt that this category implied that therapists had completed their
reflective process and arrived at a suitable conclusion that they were comfortable
with. Additionally, this term also suggests that therapists are focusing on positive
aspects by putting the negative into perspective. Therefore, 'Making Sense ofMST'
describes the stage that therapists are at and that they have yet to put things into
perspective at this point in time.

'Locating Source of Struggles' is a means of 'Making Sense of MST' by making
struggles more tangible as well as negating their role, or the role of the model, in

causing struggles, possibly to retain their self concept or the integrity of the model.

Similarly, 'Defining Worth' reflects therapists' attempts at extracting assets that they
need to encompass or assess that they wish to hold onto, regardless of whether it fits
MST. Additionally, therapists are defining what, or who, has been important to them

during their experience. 'Locating Source of Struggles' and 'Defining Worth' are

processes that may occur in tandem and are grounded in therapists' experience.

Finally, 'Advocating Change' involves recognising that change has occurred, or that
it needs to occur. This category also communicates potential solutions proposed by

participants based on their attributions. It would be easy to conclude that
'Advocating Change' occurs following on from these two processes; however, it is
possible that therapists are engaged in all of these processes simultaneously during
their early experience of adjusting. It is likely that therapists will continue to engage
in these processes as they progress in their adjustment.

In 'Making Sense ofMST', therapists have experienced an all encompassing change,
which involves a psychological adjustment, as well as adapting to learning the
procedural aspects of applying the model. The results highlight that such an
adjustment requires surrendering existing interpersonal and lifestyle boundaries to
accommodate the MST mantra of 'whatever it takes'. Abandoning potentially
longstanding boundaries has rendered therapists feeling vulnerable, exposed or
agitated. Narratives imply that therapists feel that there is a lack of boundaries to
indicate when their working day begins and ends. Further to this, therapists are
experiencing a loss of objectivity due to the intensity of their work with families.
Loss of boundaries for those who feel that they are coping with the intensity and
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uncontained emotions. Consequently, therapists have described imposing their own
boundaries by withdrawing from aspects of the model or from team members.

Supervisors recognise that they have a role to play in alleviating anxiety as
evidenced by reports that they have tried to protect therapists from managing
organisational issues and by aiming to provide more directive feedback in

supervision on both their cases and on their development as a therapist. However,
therapists appear to be seeking increased emotional containment and reflection to

help them integrate to their new role.

Differences in roles, experiences and priorities may encourage therapists and
supervisors to occupy different positions within a group context, strengthening their
respective interpretations. Supervisors and therapists have occupied different roles
and have therefore experienced MST in different ways. Supervisors do not have
direct experience of using the model with families and neither do they have

experience of receiving feedback in supervision and consultation. Supervisors' lack
of direct experience of using MST was discussed by Therapist 5 as a source of

difficulty for her. She explained that it caused her to question the credibility of their
advice and potentially prevented supervisors from fully appreciating therapists'

experiences. Attending to and naming emotional and group dynamics, as well as

establishing group norms, in supervision may facilitate feelings of safety, trust and a

sense of perspective. Emphasis should be placed on promoting a 'team' mentality
and any efforts to promote competitiveness between therapists should be avoided.

In essence, narratives of therapists suggest that they are trying to adjust to the
enormity of change encountered by 'Making Sense of MST and that their
adjustment is not yet complete. Nonetheless, the processes described provides some

insight into the early adjustment experiences of therapists, which the researcher has
tried to make more tangible by constructing an interpretation of accounts and
illustrating this in a visual model (Figure 8).
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A research diary was kept throughout the research process as a tool to facilitate the

researcher s analysis of participants' narratives. This promoted an interaction with
the data by providing space to ask questions with regards to what the participants
were communicating as well as monitoring the researcher's reactions to participants'
narratives and the research process. Reflection on the researcher's reactions towards

narratives was important for two reasons. Firstly, this process allowed the researcher
to deepen her understanding during the analysis. Secondly, it allowed her to

question the direction of the analysis. The CGT researcher is placed in a unique
position where she is a main instrument of research and her reactions and experience
offer important data to be analysed however, as such, the Constructionist GT

researcher must also present her work using reflection and transparency and

therefore, a research journal was an essential method of data triangulation (i.e.

deriving data from other sources).

From reviewing the research diary, there were two themes that dominated the
researcher's experience and were entitled: 'letting people down', and 'relating to

struggles'.

3.5.1 Letting People Down

The researcher was aware throughout the research process that value was placed on

the results of this research by those involved in MST. Although this is
complementary towards the research thesis, the researcher felt an added sense of
pressure to construct a theoretical understanding that was useful and moreover
something that the participants would be receptive to. This is always the intention of
producing research; however, the researcher was concerned that what would be
perceived as useful to others would be beyond the scope of this qualitative piece of
work. The researcher became aware during the analysis that she was trying to
answer the questions of others, rather than focusing solely on the data and listening
to what participants' were expressing. The researcher became fearful of letting
people down. Over time, as the researcher learned more about qualitative research,
she found reassurance in learning that she was only able to provide a snapshot of
participants' experiences and that this in itself was valuable. This is captured in an
early extract from the reflective diary:
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„j r , . Making Sense ofMultisystemic Therapyee at t ere is a lot riding on this in thatpeople have commentedon low it wi e a useful study in helpingpeople predict what type ofperson is more suited to this post due to recognising that some aredoing better than others. Not sure that I can add much to this. Feel
uncomfortable in proposing that some are better than others. Also
feel worried that this study is going to be rejected by MST as it doesnot fit the quantitative tradition and may rock the boat in reportingthat participants do not always buy into the model 100% all of thetime. My intention is to provide a construction of how people are
expei iencing becoming a therapist and as a Psychologist/researcher 1should not overly buy into MST nor should I reject it. However, this
makes me feel uncomfortable as people have put so much effort into
MST and I do think it has real potential andfits the needs ofso many
families that I worked with in Youth Justice. Hope 1 don't disappoint
people who are excited about this. Feeling really worried!"

(March 2010)

The researcher acknowledged her fear of 'letting people down' which helped her to
stay on track and remain faithful to her aims rather than diluting the purpose of this
research by trying to focus on the interests of others. This also involved ensuring
that the researcher constructed a model that was representative of all participants to
some degree than rather listening to the dominant voices.

3.5.2 Relating to struggles

Relating to struggles refers to the researcher's reactions to participants describing
their difficulties. The researcher became aware that some difficulties were

resonating with her and that this was, at times, influencing her view towards the
model. Whilst interviewing participants 5 and 7, the researcher found herself feeling
protective towards them and protective towards her clinical autonomy. Both

participants described valuing the supervisory relationship where they have had
regular 'one to one' time in previous posts and had the opportunity to develop within
a supportive relationship. Both participants felt that this was lacking within the
model and the researcher found herself reflecting on her own struggles when she has
found herself in an unsupportive supervisory relationship:

"Interviewedparticipant 5 today andfelt like I was getting honest and
rich account of someone's experience. Felt protective towards her
and felt bad for her. Felt that I could relate to some of her
experiences and wondered whether MST is a supportive option for
staff? Feels very restrictive and I wonder if some of the skills that I
have would be rejected too. P5 mentioned that sometimes she feels
that what she says is not valued as it is not deemed to fit within the
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MST approach. Makes me think ofone experience where Ifelt that no
matter what I did or said that it was wrong because my supervisor
had such a strong and strict idea of how you go about things. This
has contrasted to most other supervisors I've had who have
emphasised that I should trust myselfand that what I have to offer is
good enough. Find myself thinking about her and feeling for her. I
know she is trying hard."

(April 2010)

The researcher became aware that her perception of MST was at risk of becoming

overly negative and she had to remind herself of the positives of this model.
Reflecting on her feelings allowed her to ensure that she was as interested in

exploring positive as well as negative responses of future participants.

Results
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4 REFLECTIONS AND IMPLICATIONS

4.1 Summary of the research

The current study aimed to explore the experiences of becoming a multisystemic
therapist within a newly established team for children/adolescents with anti-social

behaviour. CGT approach was used to explore subjective experiences and opinions
of participants with a view to developing a theoretical understanding of early
experiences when working as a multisystemic therapist. It was anticipated that
exploration of staff experiences would shed some light on therapists' adjustment
without imposing pre-existing hypotheses and potentially highlight areas for
additional support to aid the process of this potentially effective intervention.

The results from the present study suggest that the process of early adjustment to
MST occurs within interactions between the participant, model and relationships
with team members, families and professionals working outside of MST. The
theoretical model indicates that becoming a therapist involves an overall process of

trying to make sense ofMST due to the enormity of change encountered in their new

roles, responsibilities and relationships. 'Making sense ofMST' occurs in response

to this change as well as in response to prior high expectations of MST that do not

always match their 'realities' grounded in their experience ofworking in MST over a

period of six - nine months. A core category of 'Making Sense ofMST' captures a

process of reflection where participants are actively thinking about the past and

present in order to anticipate how to move forward into their future.

Three main overlapping categories characterise the processes involved in 'Making
Sense of MST', namely 'Locating Source of Struggles', 'Defining Worth' and
'Advocating Change'. In summary, therapists' have engaged in a process of
'Locating Source of Struggles' to make sense of the difficulties they and others have
experienced during the process of adjusting. This category captures a process where
therapists are identifying and isolating the factors that hinder their adjustment.
Following on from this or in conjunction with this process, therapists engage in a
process of 'Defining Worth' to identify factors that hold meaning and worth to
participants, the model and within relationships. Finally, the category of
'Advocating Change' reflects therapists arriving at a position where they
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essence, therapists describe an overall process of determining where they and others
fit within the team and the MST model through ongoing comparison between self
over time, self in relation to others and the model. All three categories describe three
facets of the same central process of'Making Sense ofMST'.

4.2 Reflections on the present results

The first major finding of this study is that therapists are engaging in a process of
reflection in their attempts at 'Making Sense of MST'. The role of reflection and

containment is discussed by therapists in different ways within all three main

categories and appears to occupy a central role. Most noticeably, the subcategory of
'having no one to ground us' within 'Locating Source of Struggles' captures

therapists' concerns that despite receiving 'technical' and to a lesser extent

'practical' reflection from the model they are seeking emotional support and time for
reflection to cope with working with families, group dynamics and in adjusting to

change. It could be argued that difficult group dynamics are symptomatic of this, in
line with Schein's (1999) theory of group formation.

There has been discussion that a more open form of reflection has been lacking from

supervision where therapists can make sense of the model and their practical

experiences with families preferably within one to one supervision. Narratives

suggest that for some therapists, there is a need to engage in dialogue to help them
gain perspective, which may consequently aid the learning process. Containment
also refers to establishing boundaries around group supervision to stay on track and
increase feelings of safety. Ruch's (2005) theory suggests that containment is
required to facilitate a more process orientated reflection that should be present

alongside technical and practical reflection. Reflecting on self is viewed as a

necessary function during the adjustment process to facilitate changing practice in
line with MST. This captures the notion that adjusting is about more than learning
the model.

All three main categories may in themselves illustrate therapists attempts at
engaging in process and practical reflection in order to make sense of their
experience and to cope with and contain their own anxieties. Attempts at Making
Sense ofMST' through the process of reflection may therefore also serve as a coping
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strategy with which to transform the unfamiliar into the familiar, search for meaning
and to reduce associated distress. Literature on emotion-focused coping suggests
that this form of coping is predominantly used when individuals perceive themselves
to have little control over a situation (Folkman, 1984). However, it may be argued
that without guided reflection therapists have been left to make sense of the process
on their own and in doing so, have formed varying attributions and tried to find

meaning and interpretation by 'Locating Source of Struggles', 'Defining Worth' and
Advocating Change , which may in the long term reduce adherence to the model
and group cohesion.

The second major finding is the role of interpersonal relationships and the group in
the adjustment process. The process of 'Making Sense ofMST' is, in part, socially
mediated by interaction with fellow therapists, supervisor and the consultant, which
in-turn influences how they view themselves and their adjustment as well as their
views towards the model. As discussed in Chapter 3, therapists (and supervisors)

appeared to have formed hypotheses regarding the nature of other participants'
attributions and were in agreement or had constructed counter arguments to defend
themselves or retain the integrity of the model.

Interpreting stress as being socially mediated adds meaning to experiencing struggles
within a group context that is possibly more realistic than individualistic theories
alone. For example, having relevant experience may increase personal resources,
which in turn reduces the impact of stressors if working independently from others.
However, interpreting struggles from a group perspective may help explain why
individuals who possess skill and experience appropriate for MST may still
experience difficulties.

There are some references within narratives to suggest that therapists are continuing
to identify with their professional backgrounds as demonstrated by the subcategory
of 'recognising difference' within 'Locating Source of Struggles between self and
colleagues and self and the model. 'Holding onto the past involves retaining old
ways of conceptualising clients difficulties, missing relationships with colleagues,
and ultimately by not fully committing to MST. The theory of social identity
salience' (Haslam et al, 2004) outlined in chapter 1 may enhance our understanding
of why some participants resist letting go of conceptualisations and clinical skills
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previous social identity of Psychologist, Social Worker, Nurse, Occupational
Therapist or Community Education Worker, Remaining attached to professional
background also reduces the likelihood that they will access support from staff
within MST thereby maintaining stress.

Narratives suggest that the degree to which therapists have connected to MST and
their colleagues has been variable over time. There is evidence to indicate that there

are interpersonal difficulties within the teams between therapists and/or between
therapists and supervisor/consultant. This is most noticeably evidenced from the
subcategory of encroaching on self within 'Locating Source of Struggles'.
Therapists have discussed forming important connections to colleagues yet this has
not been consistent across all therapists.

With reference to the ISIS (Levine & Reicher; Haslam et al., 2004; Jetten et al.,

2010), this suggests that therapists may evaluate potential stressors differently

reducing the opportunity for mutual support and cohesion. Therapists who are not

part of the in-group may not be able to access support and consequently remain
stressed. Alternatively, therapists who have established connections to colleagues
but not to MST are unlikely to be able to fully benefit from the supportive aspects of
the model and from supervisors/consultants.

Schein's (1999) theory of group formation normalises tensions and conflicts that are
likely to occur as a natural part of the process. Additionally, this theory normalises
emotional responses that may be attributable to group dynamics. Schein emphasises
that groups need time before they can concentrate on work tasks. Therapists arrive
at a group focused on themselves and require effort, time and careful management
before cohesion occurs. This resonates with therapist's narratives in the subcategory

of 'promoting time and space' within 'Advocating Change . Participants narratives
refer to interpersonal difficulties or unpleasant group dynamics. Most notably,
therapists described feeling drawn into others emotional struggles, which is captured
within the subcategory of 'encroaching on self within 'Locating Source of
Struggles'. This is consistent with Schein's (1999) theory in that there is a sense of
participants reacting to each other's emotional responses and subsequently

Reflections and Implications 117



... , , , „ , Making Sense ofMultisystemic Therapywithdrawing back from others within the group. This withdrawing response appears
to constitute a coping response to emotions that are described as being uncontained.

Further suggestion of strained group dynamics is captured in descriptions of pulling
back and dismissing feedback during supervision or consultation. The process of
ignoring feedback, within Schein's (1999) theory, may be described as an

aggressive response when coping with feedback that is perceived as interrogatory.
This response may also be an attempt to reduce power of the model, which
constitutes an emotion-focused coping response to reduce value of the source of
stress. Establishing boundaries around self within the category of 'Advocating
Change suggests that therapists view protecting themselves from high expressed
emotions from others as important for their well being. From Schein's (1999)
theory, it could be argued that group dynamics remain unresolved to some degree.

As previously mentioned, there is also some evidence of group cohesion with

positive references to colleagues and with shared language and conceptualisations of
the process (e.g. 'making connections'). However, group cohesion does not appear
to have formed between all group members, including therapists, supervisors and
consultant. However, cohesion and trust between colleagues is essential for

engaging in the model due to the nature of group supervision and consultation.

4.3 Reflections on the research process

The researcher reflected on the research process and documented personal thoughts,

feelings and behaviours over the course of this study. From reflection, the researcher
became aware that particular aspects of participants' narratives resonated with the
researcher potentially influencing the process of data collection and analysis. As
outlined in Chapter 2, researchers are encouraged to reflect on preconceptions,
interests, values, experiences, and reactions to understand the nature of nature of
their co-constructed theoretical understanding between researcher and participants.
Within a social constructionist framework, it is acknowledged that bias will always
be present; however, the researcher must demonstrate awareness of the nature of
their input and direction and communicate this to the reader (Charmaz, 2006). The
ways in which participants and the researcher interacted with one another will be
discussed within this section.

Reflections and Implications 118



. „.
^ . , , Making Sense ofMultisystemic TherapyIn Chapter 2, the researcher declared personal reactions from reflecting on the MST

model, which were similar to the results of this study. Firstly, the researcher
recognised that limited opportunity to engage in personal and process reflection
would potentially cause frustration and impact on the learning process and
engagement with the model. This mirrors the important role that reflection appears
to play within participants narratives. Secondly, the researcher emphasised the
importance of relationships in aiding the learning process, as have therapists in their
discussion of their adjustment. During data collection and analysis, the researcher
remained mindful of personal reactions towards the model and tried to search for

alternative experiences from participants to ensure that the results were not wholly
driven by personal assumptions. For example, the role of reflection remained in the

background until Therapist 5 introduced this in her discussion of supervision. This
precipitated the researcher to return to previous narratives to explore the role of
reflection for previous participants. The role of reflection was further considered

when forming connections between the three main categories where it appeared that

participants were 'Making Sense of MST'. Finally, the literature on reflection
referred to within Chapter 1 added additional meaning to therapists' narratives in

making connections between reflections at an individual and group level.

In carrying out this study the researcher experienced her own adjustment process that
in many ways mirrored that of the participants. Firstly, the researcher felt anxious at

times regarding the level of negativity expressed by participants towards the model
and fellow colleagues. Anxiety was driven by fear that the results would contradict
high expectations from advocates of MST as well as highlight to participants the
extent of their struggles with the model and with each other. The researcher was
concerned that they would contribute towards the debate contained within Locating
Source of Struggles'. Additionally, the researcher experienced anxiety due to being
relatively inexperienced in using qualitative methodology, which in many ways
contradicted a positivist background. Similarly to therapists, the researcher
experienced a process of feeling uncontained and needing to feel grounded.

The researcher became aware that personal anxieties were heightened from reading a

paper written by the developers of MST (Henggeler et al., 2006) entitled
'Methodological critique and meta-analysis as Trojan horse', which was a response
to a systematic review written by Dr Littell (2005). MST's response strongly
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MST was significantly better than 'treatment as usual' (Littell et al., 2005). The
researcher was worried that the developers of MST would be critical of the results
within the present study for expressing some negativity towards the experience of
becoming a therapist. Having an awareness of this anxiety, the researcher tried to

gain a sense of perspective that the results of this study may reflect a natural process
inherent within group dynamics and that therapists still showed some connection to

the model as well as to fellow colleagues. This process of reflection was important
in helping the researcher to proceed with the original aims of the study in capturing a
theoretical understanding of therapists' experiences. CGT seemed appropriate for
this aim as it allowed for an emphasis to be placed on multiple realities rather than
the dominant voice.

The researcher also became aware that particular views resonated more than other

views and that there appeared to be more of a connection with those participants.
The researcher felt connected to participants who clearly acknowledged their
struggles and felt stifled by the model. During interviews, the researcher found
herself agreeing with those participants and identifying with them. The researcher

listened to their stories and felt affected by the extent of their struggles and as a

result the researcher's view at points became polarised towards defending their
worth. It is possible that the researcher was responding to group dynamics where

participants were divided, at times, and as a result their own views became

increasingly polarised.

With reference to Schein's (1999) theory of group formation different group

members adopt different emotional positions including 'tough aggressor', 'tender-
affiliative' or 'withdrawal'. It is possible the researcher was responding negatively
towards a 'tough aggressor' response that is understandable from this perspective.
Consequently efforts were made to re-visit narratives of participants whose
experiences and views differed in an attempt to connect with their experiences. This
iterative process is encouraged within CGT. CGT also encouraged the researcher to
engage with all participants' experiences through the process of category formation.
Categories are broadened over time as each participant is added to the data collection
and analysis, which encouraged the researcher to explore multiple perspectives and
ensure that all categories capture participants' experiences to some degree. For
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examp e, e su category of wrestling with change' includes several components
which represents the level of variation within the data.

4.4 Implications of the results

The construction of a grounded theory about staff experiences of becoming a

multisystemic therapist has been able to highlight a number of implications for
supervisory support, group formation and future research which were grounded in
the experiences communicated by participants.

4.4.1 Burnout

When evaluating the extent of stresses associated with participants' experiences of
trying to fit with the model and colleagues, it is important to look at the categories of
'Locating Source of Struggles' and 'Advocating Change'. Narratives describe all
l4three symptoms of burnout to some degree, suggesting that there is a risk of

experiencing burnout from this post. 'Emotional exhaustion' is described by feeling
'overwhelmed' and 'drained'. As Therapist 2 mentioned, there were days where she
felt that she could not carry on with the job. Abandoning potentially longstanding
boundaries has rendered therapists feeling vulnerable, exposed or agitated.
Narratives imply that therapists feel that there is a lack of boundaries to indicate
when their working day begins and ends. Further to this, therapists are experiencing
a loss of objectivity due to the intensity of their work with families. Loss of
boundaries for those who feel that they are coping with the intensity and flexibility

required convey that they are feeling imposed on by team members due to
uncontained emotions. Protection against burnout appears to come from gaining

experience in the model and using the model outside ofwork to help problem solve
and organise their time effectively as well as forming supportive connections with
colleagues. 'Cynicism' was also evident for some therapists who questioned the
purpose of the model and their ability to make change. Finally, inefficacy was also

14
As outlined in Chapter 1, symptoms of burnout include: 'emotional exhaustion', 'cynicism', and

'inefficacy' (Maslach et a!., 2001).
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their hard work.

In line with the person-environment fit model (Ehrhart & Makransky, 2007), which
was documented in Chapter 1, therapists questioned their ability whilst comparing
themselves to colleagues and with the model. Some therapists doubted their ability
to adhere to MST at all times due to inherent differences between their thinking,
therapeutic style, or experience. According to this model, therapists may experience
burnout from having to expend high levels of energy to meet demands, leading to
exhaustion, cynicism and lack of personal and professional growth.

The potential for burnout and staff attrition has implications for the sustainability of
MST teams, which also has implications for training of staff which is considered to

be time consuming and expensive. Therapists within this study indicated that their
time in post is time limited due to experiencing the process as 'encroaching on self.
This is potentially problematic for services due to the length of time required for
competence to develop.

4.4.2 Group Supervision and Support

Several issues relating to group supervision and general support were mentioned by

therapists. Firstly, there was reference to feeling emotionally uncontained at times

during their early adjustment due to either experiencing a lack of reflection inherent
in the supervisory process or due to experiencing supervision as unfocused.

Secondly, there was some recognition that supervisors were unable to identify with

therapist's experiences due to lack of practical experience of carrying a clinical case.
Lack of experience also served to reduce confidence in supervisor's advice.

Therapist's views have several implications for supervision and the way in which it
is conducted. Supervision and consultation within MST promotes technical
reflection (as discussed in Chapter 1; Ruch, 2005), which the developers consider to
be essential in facilitating learning of the model, facilitate problem solving to
decrease barriers to engagement with families and to remain focused on identified
goals. However, it may be that therapists require an additional forum where other
forms of reflection can occur, including 'process' reflection. Process reflection as

referred to in Chapter 1, attends to the emotional impact of relationships (Ruch,
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facilitate their ability to make sense of the changes they are encountering as well as
their interactions with families. Therapists' attempts at engaging in emotion-focused
coping suggest that they are trying to understand their experiences and to realign
themselves with their new way of working and augment their existing schemas.
Therapists have implicated the supervisory relationship as being important in aiding
this reflective process.

4.4.3 Group Formation

The research available on adherence to MST as well as staff attrition rates suggests
that aspects of the model, individual and organisation have been examined.

However, the researcher is not aware of research within MST that attends to group

process inherent in the group formation process. Schein (1999) in his theory of
group formation highlights that all new groups require careful management and time
to 'sort out' normal group dynamics before they can attend to work related issues.
He advises that supervisors should actively seek to facilitate group formation by

raising awareness of typical group processes to increase understanding of inherent

differences, which may alleviate emotional intensity and increase acceptance of
differences between group members. According to Schein (1999), supervisors are

required to have an awareness of their own emotional reactions to the group

dynamics and act as containers through direct reference to difficulties and from

modelling acceptance.

4.4.4 Future Research

This study raises implications for further research to build on the results of the study
and test the parameters of the theoretical understanding presented within this
research. One direction for research may be to assess whether the process of

adjusting to becoming a therapist changes over time as they grow and develop with
the model. It would also be helpful to consider the adjustment trajectories of those
who leave MST compared to those who stay and continue to develop within the
parameters of the model. Of interest may be to compare the adjustment process
outlined in this study with therapists' reflections on their adjustment process at the
end of two years to see if they are able to complete the adjustment process and
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in perspective'.

There is literature on clinical supervision to suggest that supervision should
encompass a developmental approach where the approach and relationship between
supervisee and supervisor change over time in line with the increasing competence
of the supervisee (Borders, 1990). It would be also interesting to consider whether
therapist s needs within supervision change as they become more experienced in
using the model. Further research to test the parameters of the present findings
would include determining whether the present results capture experiences of early
adjustment of therapists' out with Scotland or the UK due to potential differences in
organisational contexts and professional training.

4.5 Critique

This research, to the best of the researcher's knowledge, is the first study to explore

early adjustment experiences of multisystemic therapists within a newly established
service. This is despite an acknowledgment within the literature on MST that
adherence and attrition rates are variable. The results of this study suggest that

therapist's experiences of adjustment occur within a context of interpersonal
relationships, as well as within the context of the model and aspects of the
individual. This focus on interpersonal relationships provides an additional

understanding of the complex process involved in becoming a therapist.

Feedback from a 15'back up MST supervisor' suggests that the theoretical
understanding presented within this study is highly representative of her
understanding of therapists' early adjustment. Additionally, she reported that the
implications of this research are likely to be very useful to all MST teams in the UK.

is important to note that the 'back up supervisor' who commented on the results also acted as the
archer's clinical research supervisor. The researcher intends to feedback to partic.pants following
npletion of the thesis
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n cxp oring participants experiences, a rigorous and transparent methodological
process was used to capture a variety of perspectives. Additionally, the researcher
was able to gam multiple perspectives by including therapists from two different
geographical teams and from including therapists and supervisors. Dallos and
Veteie (2005) report that this process of 'triangulation' enhances our understanding
of a phenomenon.

However, it is important to note several limitations of the present research. Firstly,
the intention of this research was to capture a theoretical understanding of therapists'
experiences of early adjustment. Therefore, it is unclear whether the results

generalise to therapists beyond the participants included within the research. As nine
out of the ten staff members working for MST in Scotland were included in the

study, it appears likely that the results are applicable to the current Scottish context.

It may be theorised that the results will be helpful in interpreting early adjustment

experiences of therapists working across the UK due to similarities in professional

training and organisational systems. Additionally, recruitment follows a

standardised format devised by MST to facilitate the employment of suitable staff,
which further reduces variability. Therefore, participants within this study are likely
to be typical of those recruited across the UK. However, it is not possible to
comment on whether the results would define adjustment experiences of therapists

employed outside of the UK due to differences in professional training and
organisational cultures. Nonetheless, the results may provide an interpretation for
understanding difficulties that therapists may encounter during their early adjustment
to MST.

Although two teams from different geographical areas were included within the
sample, due to the small sample size (typical of qualitative research) the researcher
was concerned that anonymity would be compromised if references were made to
demographic information required to illustrate group differences. Upon reflection,
the researcher wished to refrain from making comparisons between the two teams, in
order to avoid inappropriately locating their source of struggles, such as directly
comparing potential strengths and difficulties between the teams.
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The present study constructed a theoretical understanding of early adjustment
experiences of becoming a multisystemic therapist within a newly established team.
This insight sheds some light on the enormity of change encountered for therapists
within Scotland due to a shift in working practices. Becoming a therapist involves
adjusting to operating within interpersonal relationships due to the group processes

inherent in the model, as well as to the intensity involved in working flexibly to meet

the needs of families.

There is some recognition from previous research on MST that the model has the

potential to place significant demands on staff (Cunningham, 2002; Curtis et al.,

2009), however, this research proposes that therapist adjustment to MST involves

attending to group processes. A more encompassing form of adjustment involves a

reflective process of 'Making Sense of MST' that requires further reflection and
containment than the model currently provides. Therefore, the present study

provides implications to enhance staff adjustment to increase the likelihood that staff
will continue to remain with MST and deliver this intervention, which has shown to

be effective for children/adolescents with anti-social behaviour and their families.
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Fife Forth Valley
Research Ethics Service

Tayside

Research Ethics Committee
Research Ethics Office

Ms Joanne M Smith Date:
Your Ref:
Our Ref:
Enquiries to:
Extension:
Direct Line:
Email:

25 January 2010

Dear Ms Smith

Study Title: An exploration of the adjustment process in becoming a
therapist within a Multisystemic Therapy (MST) Service.
10/S0501/5
1

REC reference number:
Protocol number:

The Research Ethics Committee reviewed the above application at the meeting held
on 12 January 2010. Thank you for attending to discuss the study.

Ethical opinion

1. You gave an explanation of what MST, ie, that it is a family-centred
community centred service for those families with adolescents who have
difficult behaviour. It is new in the UK, but has been undertaken in the US
since the 1990's. To set up the MST, it is necessary to apply to the relevant
body within the US, who undertake a site visit and training. Clinical
supervision is weekly. Approval from the US has been given for this project.
You also clarified that all data would remain within *.

2. In response to a question about how the participants would be identified, you
indicated that you would recruit from all MSTs in Scotland and these had been
running since September 2009. You are asking the heads of service to
distribute the invitation letter and participant information sheet. Potential
participants will have had 5-6 months in post when the interviews take place.
The services were in the process of adjusting and therefore this was a good
opportunity to talk about things.

3. With reference to the rates of suicide, you said that this was unlikely to be
those receiving MST, but you had also to think about the clients, so this
covered both groups. There is a high level of structured support in place.

4. In response to a question about the feedback you received from the University
of Edinburgh Ethics Committee, you said that this was mainly changing
wording to make it more readable for the client group.
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5. You clarified that you would be storing your anonymised data only on yourhome PC. It is preferable to have this on a password protected memory stick,
n tact, it might even be better if it was encrypted as passwords are fairly easyto circumvent if you are of that inclination. You are advised to check the
relevant NHS policy.

The members of the Committee present gave a favourable ethical opinion of the
above research on the basis described in the application form, protocol and
supporting documentation, subject to the conditions specified below.

Ethical review of research sites

The favourable opinion applies to all NHS sites taking part in the study, subject to
management permission being obtained from the NHS/HSC R&D office prior to the
start of the study (see "Conditions of the favourable opinion" below).

Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the
start of the study.

Management permission or approval must be obtained from each host organisation
prior to the start of the study at the site concerned.

For NHS research sites only, management permission for research ("R&D
approval") should be obtained from the relevant care organisation(s) in accordance
with NHS research governance arrangements. Guidance on applying for NHS
permission for research is available in the Integrated Research Application System
or at http://www.rdforum.nhs.uk. Where the only involvement of the NHS
organisation is as a Participant Identification Centre, management permission for
research is not required but the R&D office should be notified of the study.
Guidance should be sought from the R&D office where necessary.

Sponsors are not required to notify the Committee of approvals from host
organisations.

Other conditions specified by the REC

1. The Participant Information Sheet should be amended as follows:
• The consent form should not be sent out with the PIS, therefore the

reference to this should be removed.
• This is not a letter, so you should remove the 'Dear colleague' from the

beginning.
• It should be made clearer that the digital recordings will be destroyed after

transcription.
• It should indicate who will have access to the data.
• There should be an explanation that if any unprofessional conduct was

uncovered, you would require to break confidentiality depending on the
severity.

^ As%
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It should include an explanation of what would happen to the datacollected if a participant decides to withdraw.
You should include a reply slip and a stamped addressed envelope forparticipants to return their name and contact details to you.• There is a typo in the penultimate sentence under the heading 'What will
appen to the results of the study?' where 'in' should be amended to read
is.

• It should include the usual paragraph on complaints.
Please submit a revised version of the PIS, which should include a new
version number and new full date.

2. The Consent Form should be amended as follows:
• It should include the PIS version number and date at statement 1.
• The recording statement is entered twice (and one mentions 'recorder'

rather than 'recorded'.
• There should be a statement about what will happen to the data collected

if the participant decides to withdraw.

Please submit a revised version, which should include a new version
number and new full date.

It is responsibility of the sponsor to ensure that all the conditions are

complied with before the start of the study or its initiation at a particular site
(as applicable).

Approved documents

The documents reviewed and approved at the meeting were:

Document Version Date

Covering Letter 18 December 2009
REC application 22 December 2009

Investigator CV 1 19 December 2009

Participant Information Sheet 1 18 December 2009

Letter of invitation to participant 1 18 December 2009

Interview Schedules/Topic Guides MST Therapists -1 18 December 2009

Supervisor's CV - Matthias Schwannauer 18 December 2009

Protocol 1 18 December 2009

Participant Consent Form 1 18 December 2009

Evidence of insurance or indemnity 27 July 2009
Interview Schedules/Topic Guides for MST Supervisors -1 18 December 2009

Membership of the Committee

The members of the Ethics Committee who were present at the meeting are listed
on the attached sheet.

Statement of compliance

AB%

iW
Appendices 143



The Committee is constituted in accordance with the Governance Arrangements forResearch Ethics Committees (July 2001) and complies fully with the StandardOperating Procedures for Research Ethics Committees in the UK.

After ethical review

Now that you have completed the application process please visit the National
Research Ethics Service website > After Review

You are invited to give your view of the service that you have received from the
National Research Ethics Service and the application procedure. If you wish to
make your views known please use the feedback form available on the website.

The attached document "After ethical review - guidance for researchers" gives
detailed guidance on reporting requirements for studies with a favourable opinion,
including:

□ Notifying substantial amendments

Adding new sites and investigators
Progress and safety reports

□ Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the
light of changes in reporting requirements or procedures.

We would also like to inform you that we consult regularly with stakeholders to
improve our service. If you would like to join our Reference Group please email
referenceqroup@nres.npsa.nhs.uk.

1Q/S0501/5 Please quote this number on all correspondence

Yours sincerely

Mr Gavin Costa

List of names and professions of members who were present at t
meeting and those who submitted written comments
"After ethical review - guidance for researchers"

Elspeth Currie, Research Governance Manager
NHS * R&D office

Chair

Enclosures:

Copy to:

^ Ae%
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Fife and Forth Valley REC

Attendance at Committee meeting on 12 January 2010

Committee Members:

Name Profession Present Notes
Mr Gavin Costa Lay Member Yes Chair
Ms Cathy Cooke Public Health Scientist Yes Vice-Chair
Dr Rob Elton Statistician No Alternate Vice-Chair

apologies received
Dr Sean Ainsworth Consultant Neonatologist No Apologies received
Mr William Aitken Retired Yes

DrWilliam Carr GP Principal Yes

Mrs Margaret Darling Retired Yes

Dr Anthony Davis Consultant Anaesthetist Yes

Mr Nicholas Evgenikos Consultant General Surgeon Yes

Professor Gerry Humphris Chair in Health Psychology;
Also Honorary Clinical Health
Psychologist, NHS *

No Apologies received

Mrs Joy Kinna Retired No Apologies received
Ms Marlene Malloch Macmillan Breast Care Nurse

Specialist
Yes

Mr Dougie McPhail Primary Care Development
Pharmacist

Yes

Mr Derek Richards Consultant Dental Public
Health

Yes

Mr J Angus Scott Consultant Ophthalmologist Yes

Professor Magnus Shearer Retired Yes

Ms Alison Winning SNR Health Information
Scientist

Yes

Also in attendance:

Name Position (or reason for attending)
Miss Fiona Bain Administration Manager/Co-ordinator

^ AS°o,
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Private & Confidential
Mr Gavin Costa

Date Typed 29th January 2010

Enquiries to
Extension
Direct Line
Email joannesmith5@nhs.net

Joanne Smith
Ext 5210
01383 565210

Dear Mr Costa

REC reference no. 10/S0501/5

I am writing in response to your letter dated 25th January 2010 regarding my
Research Ethics Committee review held on 12th January 2010. Thank you for your
comments and I hope I have adequately addressed the issues below.

The Participant Information Sheet has been amended as follows:

• I have removed reference to the consent form being sent out with the
Participant Information Sheet and instead have asked that participants sign a
reply slip.

• I have removed 'Dear colleague' from the Participants Information sheet,
given that it is not a letter.

• The following sentence has been inserted to make it clearer that digital
recordings will be destroyed after transcription: "As mentioned, only the
study researcher, Joanne Smith, will have access to identifiable information
stored on audio equipment, which will be destroyed as soon as your interview
has been transcribed."

• I have added the following information to indicate who will have access to
the data: "Only the study researcher, Joanne Smith, will have access to
participants' audio interviews and transcripts. Academic and clinical
supervisors, as well as an independent person, will verifymy analysis of the
data and will have access to short segments of anonymised interview
transcripts."

• I have added a statement to reflect that in the event of a breach of
professional conduct I will contact my clinical thesis supervisor who will
advise me on the specific issue and that I may inform their line manager
following discussion with my clinical supervisor (which will depend on the
severity of their behaviour).

• I have included an explanation of what would happen to the data collected if
a participant decides to withdraw.

• I have made reference to a reply slip, which I have enclosed.
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Private & Confidential
Mr Gavin Costa

Date Typed 29th January 2010

Enquiries to
Extension
Direct Line
Email

Joanne Smith
Ext 5210
01383 565210

joannesmith5@nhs .net

Dear Mr Costa

REC reference no. 10/S0501/5

I am writing in response to your letter dated 25th January 2010 regarding my
Research Ethics Committee review held on 12th January 2010. Thank you for your
comments and I hope I have adequately addressed the issues below.

The Participant Information Sheet has been amended as follows:

• I have removed reference to the consent form being sent out with the
Participant Information Sheet and instead have asked that participants sign a
reply slip.

• I have removed 'Dear colleague' from the Participants Information sheet,
given that it is not a letter.

• The following sentence has been inserted to make it clearer that digital
recordings will be destroyed after transcription: "As mentioned, only the
study researcher, Joanne Smith, will have access to identifiable information
stored on audio equipment, which will be destroyed as soon as your interview
has been transcribed."

• I have added the following information to indicate who will have access to
the data: "Only the study researcher, Joanne Smith, will have access to
participants' audio interviews and transcripts. Academic and clinical
supervisors, as well as an independent person, will verifymy analysis of the
data and will have access to short segments of anonymised interview
transcripts."

• I have added a statement to reflect that in the event of a breach of
professional conduct I will contact my clinical thesis supervisor who will
advise me on the specific issue and that I may inform their line manager
following discussion with my clinical supervisor (which will depend on the
severity of their behaviour).

• I have included an explanation of what would happen to the data collected if
a participant decides to withdraw.

• I have made reference to a reply slip, which I have enclosed.
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• 1 have corrected a typo, which was under the heading "What will happen tothe results of the study?"
• I have included a paragraph on complaints.

The Consent Form has been amended as follows:

• The form now includes the PIS version number and date at statement 1.
• I have removed one of the duplicated statements referring to digital

recordings.
• I have added statements about what will happen to the data collected if the

participant decides to withdraw or loses their capacity to consent.

I would also like to point out that an additional independent person (Dr Ethel
Quayle) has been added from the University ofEdinburgh.

I attach the following relevant documents with the above amendments (which have
been highlighted):

• Participant Information Sheet
• Participant Consent Form
• Reply Slip

If you have any further questions please do not hesitate to contact me.

Yours sincerely,

Joanne Smith
Trainee Clinical Psychologist

Copy to: Dr Amanda Wood, NHS * R& D Office,

Elspeth Currie, Research Governance Manager, University of
Edinburgh, Queen's Medical Research Institute, 47 Little France
Crescent, Edinburgh EH16 4TJ

Pamela Shand, Senior Administrator, NHS Research Scotland
Coordinating Centre, Research & Development Office,

Mr Graeme Piper, Information Officer, Central Research and
Development Office,
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6.2 Appendix 2

Participant Information

Reply Slip

Consent Form
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Information Form For Participants- Version 2

29/01/10

INFORMATION FORM FOR PARTICIPANTS

Project Title:

An exploration of the adjustment process in becoming a therapist
within a Muitisystemic Therapy (MST) Service

You are being invited to take part in a study being carried out as part of
a Doctorate in Clinical Psychology in association with the University of
Edinburgh and NHS * Clinical Psychology Department. I am conducting a
research study in accordance with my training and I am inviting MST
therapists and supervisors to take part in my study. The study will be
submitted as a thesis project to the University of Edinburgh.

Before you decide whether to take part, please read this information
sheet carefully and raise any questions you may have with Joanne Smith,
study researcher (contact details are provided at the bottom of this
leaflet).

Background to the Study

The purpose of this research is to develop an understanding of staff
experiences in becoming a therapist within a newly established MST
Service (MST) and working within this particular model and service
structure. In doing so, it is anticipated that this may add to our

understanding of the adjustment process in becoming an MST therapist.
Information on staff experiences may increase our understanding of the
supports that staff would benefit from to successfully implement MST.

What does the study involve?

If you agree to participate in the study, you will be required to send
the enclosed reply slip to the study researcher, Joanne Smith, using
the stamped addressed envelope provided. The researcher will contact
you and arrange a suitable time to meet with you in order to interview
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you about your experience of working as an MST therapist. If you are a
MST supervisor, then you will also be asked to reflect on how your team
as a whole have adjusted to their role.

Interviews will take place at your place of work in either *or * by
appointment. However, if this is not convenient for you I am happy to
discuss an alternative venue that is more suitable for you. It is
expected that each interview will last for approximately one hour.
Before the interview commences, the researcher will ask you to read
and sign a consent form.

I aim to carry out approximately 10 interviews with MST therapists and
supervisors. Participants who are interviewed at the beginning of the
research may be invited to attend another interview at the later stages
of the research. This sometimes occurs in research when interviews

carried out at the later stages of the study raise additional questions
that were not covered at the beginning. Interviews will be recorded
using audio equipment so that the researcher can consider your

responses in depth. Please be assured that all information that you give
will remain anonymous (or confidential, should you indicate that you do
not wish for some information to be included in my thesis).

Once the data reaches a point of "saturation" (i.e. where no novel data is
forthcoming from interviews), participant recruitment will cease. This
means that I may not require as many as 10 interviews and in this case,

any participant who has not yet been interviewed would be advised that
their participation would no longer be required.

Do I have to take part in the study?

It is up to you whether or not you decide to take part in the study. If
you do decide to take part, you will be asked to sign the enclosed reply
slip and return it to the study researcher. You will also be asked to
sign a consent form when you meet with the study researcher. You
are free to withdraw at any time, without having to give a reason. A
decision not to take part or to withdraw at a later stage will not affect
any aspect of your work. The study researcher will be the only person
who will be aware of whether you have agreed to participate or not.
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Information Form For Participants- Version 2

Will participation in the study be kept confidential?

29/01/10

If you agree to take part in the research, then all of the information
about you and the responses that you provide will remain confidential or
anonymous. Secondly, no names or personal information will be used
in the write up of the study. Your data will be anonymised during
the transcription process and the original audio file will then be
destroyed. Your interview will be collated alongside other interview
transcripts. Only the study researcher, Joanne Smith, will have
access to participants' audio interviews and transcripts. Academic
and clinical supervisors, as well as an independent person, will verify
my analysis of the data and will have access to short segments of
anonymised interview transcripts. The researcher may wish to use
direct quotes from interviews in the reporting of the results, and again
this information will remain anonymous.

All responses will be treated in the strictest of confidence. The
researcher would only break confidentiality should they have reason to
believe that a member of staff is at risk of suicide, self harm, or risks
to their own or others well being. Confidentiality may also be broken
should the researcher believe that there is evidence of behaviour which

constitutes a breach of professional conduct. In these instances,
information will be shared with the clinical supervisor and may also
be shared with the participant's line manager.

What will happen to the information collected in the study?

If you agree to take part in the study, all of the information you give,
during interview, will remain anonymous (a pseudo-name will immediately
be allocated to you) within the research and will not be communicated to
colleagues or supervisors. Other personal identifiable information,
including gender and age, will be omitted or changed when
transcribing interviews. As mentioned, only the study researcher,
Joanne Smith, will have access to identifiable information stored on
audio format, which will be destroyed as soon as your interview has
been transcribed.
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Information Form For Participants- Version 2 29/01/10

You will be encouraged to read over your own interview transcript to
check that you are comfortable with your responses. Information from
your transcript can be omitted should you feel that, in retrospect, you
have said something that you wish to be removed. You will also be asked
to highlight any responses that cannot be used as quotes.

Digital recordings of interviews will be transferred to audio compact
disk and will be stored within a locked filing cabinet in the psychology
department. All audio recordings of interviews will immediately be
destroyed, once they have been transcribed. The information you give
will be collated with other interview transcripts and your quotes will be
anonymised. Anonymised transcripts will be stored in a locked filing
cabinet and on a password protected computer file. Transcripts will be
retained for a five year period and then destroyed. This data will be
analysed according to principles of Grounded Theory in order to better
understand staff experiences in becoming an MST therapist. No names
or personal information, including gender and age, will be used in the
write up of this study.

All responses will be treated in the strictest of conf idence, there will be
no reason to break confidentiality unless the researcher believes that
there is the presence of risk (such as suicide, self harm, neglect or risks
to your own or others well being), or the researcher believes that
there is evidence of behaviour which constitutes a breach of

professional conduct. In these instances, information will be shared
with the clinical supervisor and may even be shared with your line
manager.

Should you choose to participate in the study and then decide to
withdraw later; all interview data collected will be retained for
analysis. In addition, should you 'lose your capacity to consent'
during the study, the researcher would retain your interview data
and continue to use it anonymously.
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Information Form For Participants- Version 2 29/01/10

What will happen to the results of the study?

The results will be included in a doctoral thesis submitted to the

University of Edinburgh by the researcher. You will not be identified in
this, or in any report resulting from the study. If you would like
information about the results of the study you can request a written
summary. It is anticipated that the study researcher will present the
study for staff, if interest is expressed. The study is due for
submission in August 2010.

Who else knows about the study?

The study has been reviewed and approved by the University of
Edinburgh research and ethics committee. The * Research Ethics
Committee, which has responsibility for scrutinising all proposals for
medical research on humans in *, has examined the proposal and has
raised no objections from the point of view of medical ethics. It is a

requirement that your records in this research be made available for
scrutiny by monitors from the University of Edinburgh and NHS *,
whose role is to check that research is properly conducted and the
interests of those taking part are adequately protected.

What if something goes wrong?

If, at any point, you are concerned or unhappy about the research
or you feel that you have been treated unfairly, it is important that
you raise your concerns. In the first instance, you should contact
the study researcher, Joanne Smith, to discuss the issue and
attempt to resolve it with you. Should you feel that the issue or
complaint has not been dealt with satisfactorily you should contact
the academic (Dr Matthias Schwanneur) or clinical (Dr Charlotte
Metcalfe) supervisors to discuss your concerns further. In the
event that you wish to discuss your concerns with an independent
person who will be able to advise you on appropriate action, please
contact Dr Anna Hooker or Dr Ethel Quayle. Their contact details
are provided at the bottom of this information sheet.
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Information Form For Participants- Version 2 29/01/10

Your rights

Participation in the study is entirely voluntary and you are free to refuse
to take part or to withdraw from the study at any time without having to
give a reason. Your decision to take part or not will not be known by
anyone other than myself. If you would like a copy of the overall results
from the study, you can obtain this on request using the details below.
The study will be completed by August 2010.

Contact Details

If you have any difficulties or further questions please contact me on
the number below, or leave a message for me to get back to you.

Ms Joanne Smith (NHS *)
Study researcher and Trainee Clinical Psychologist
Clinical Psychology Department
(Address and telephone number removed)
Email: joannesmith5@nhs.net

Dr Matthias Schwanneur

Programme Director (D.CIin.Psychol.)/Clinical Psychologist
Academic Research Supervisor
School of Health in Social Sciences
Medical School

University of Edinburgh
Teviot Place

Edinburgh
EH8 9AG

0131 6513946

Dr Charlotte Metcalfe
Clinical Supervisor
Clinical Psychologist
(Address and telephone number removed)

Appendices
154



Information Form For Participants- Version 2 29/01/10

Independent Contact
If you would like to make any comments or seek independent advice
about this study:

Dr Anna Hooker

Clinical Psychologist
(Address and telephone number removed)

Dr Ethel Quayle (University of Edinburgh)
(telephone number removed)

Thank you for taking the time to read this Information Sheet and
for considering taking part on this study.
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Reply Slip

Project Title:

An exploration oj the adjustment process in becoming a therapist within a
Multisystemic Therapy (MST) Service

I agree to participate in the research study.

I understand that the study researcher, Joanne Smith, will contact me to

arrange a time to meet so that I can be interviewed for the research.

I understand that I will be asked to sign a consent form before being
interviewed.

My Contact details are:

Phone number:

Email:

Signature Date
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Participant Consent Form- Version 2 NHS Health board Logo Remov'

29/01/10

Consent Form for Participants

Title of Project: An exploration of the adjustment process in becoming a

therapist within a Multisystemic Therapy (MST)
Service

Name of Study Researcher: Joanne M Smith

Please initial box

• I confirm that I have read and understand the information sheet
dated 29.01.10 (Version 2) for the above study. I have had the
opportunity to consider the information, ask questions and have
had these answered satisfactorily.

• I understand that the relevant sections of my data collected
during the study may be looked at by individuals from Edinburgh
University Research and Governance Off ice, from regulatory
authorities or from NHS *, where it is relevant to my taking part
in this research. The Chief Investigator (Joanne Smith), Academic
Supervisor (Dr Matthias Schwannauer) and Clinical Supervisor (Dr
Charlotte Metcalfe) will have access to the data collected. I give
permission for these individuals to access this data. All data will
be anonymised.

• I understand that my involvement is entirely voluntary and that I
am free to withdraw from the research at any time, without having
to give a reason.

• I understand if I choose to participate in the study and then
decide to withdraw later; all interview data collected will be
retained for analysis.

• I understand that should I lose my capacity to consent' during the
study, the researcher would retain my interview data and continue
to use it anonymously.
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Participant Consent Form- Version 2 29/01

I agree to my interview being digitally recorded. I understand that
this recording will be destroyed once it has been transcribed.

I understand that information about me and the responses that I
give will remain anonymous.

I have been made aware that direct quotes may be used in the
write up of the research. These quotes will be anonymised. I agree
to the use of direct quotes.

I agree to participate in the research study

Name of Participant Date Signature

Joanne Smith

□
□
□
□

Name of Study Date Signature
Researcher
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6.3 Appendix 3

Interview Schedule
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Sample Interview Schedule- Version 1 18/12/09

Sample Interview Schedule for MST Therapists

It is important to note that the researcher has attempted to develop
some general questions for the initial interview. However, in line with a

grounded theory approach, the interview will adapt to the themes

developed in the research process.

I want you to reflect on your experiences in working as an MST

therapist and working within the model.

• Can you tell me about your experiences of working as an MST
therapist?

• How have you found the beginning of working as an MST
therapist?

• What is your experience of supervision?

• What is your experience of Consultation?

• What has been your experience of the quality assurance system?

• How do you think clients/families have responded to the
approach?

• How do you think other professionals have responded to the MST
Service/approach?
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Sample Interview Schedule- Version 1 18/12/09

Sample Interview Schedule for MST Supervisors

It is important to note that the researcher has attempted to develop
some general questions for the initial interview. However, in line with a

grounded theory approach, the interview will adapt to the themes

developed in the research process.

I want you to reflect on your experiences in supporting MST Therapists
and working as an MST supervisor within the model.

• Can you tell me about staffs experiences of working as an MST
therapist?

• How have staff found the beginning of working as an MST
therapist?

• What are staffs experiences of supervision?

• What are staffs experiences of consultation?

• What have been staffs experiences of the quality assurance

system?

• How do you think clients/families have experienced the approach?
• How do you think other professionals have experienced the MST

Service/approach?
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6.4 Appendix 4

MST Principles
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MST 9 treatment principles (Henggeler et at., 2009)
• The primary purpose of assessment is to understand the 'fit' between the

identified problems and their broader context.

• Therapeutic contacts should emphasize the positive and should use systemic
strengths as levers for change.

• Interventions should be designed to promote responsible behaviour and decrease

irresponsible behaviour among family members.

• Interventions should be present-focused and action-oriented, targeting specific
and well-defined problems.

• Interventions should target sequences of behaviour within or between multiple

systems that maintain the identified problems.

• Interventions should be developmentally appropriate and fit the developmental
needs of the young person.

• Interventions should be designed to require daily or weekly effort by family
members.

• Intervention efficacy is evaluated continuously from multiple perspectives with

providers assuming accountability for overcoming barriers to successful
outcomes.

• Interventions should be designed to promote treatment generalisation and long-
term maintenance of therapeutic change by empowering caregivers to address
family members' needs across multiple systemic contexts.
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6.5 Appendix 5

MST Diagram of the Quality Assurance System

Appendices 164



MST Quality Assurance System

The MST Quality Assurance System (Henggeler et al., 2009)

Appendices
165



6.6 Appendix 6

• Section ofQualitative Data

• Textual commentary on identification and extraction of codes and generation of

categories
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Section ofQualitative Data (Participant 2) Line by line

Codes

R: I suppose I kinda would like you to reflect, em, on your experience of
working as an MST therapist. Em, and I know you started last

October/September/October? Is that right?

P2: September

R: Okay. Can you tell me about your experiences, em, of becoming an

MST therapist?

P2: Em, on a personal or professional?

R: Whatever one you want. Both or...

P2: Right...Em, I think it's probably been a bit of a rollercoaster to
start with. 1 was so excited, (R: yeah?) this is fabulous, em, learning

all about this, and reading about it, and trying to understand it...and,

em, when I went on the training I was really inspired and motivated.
When we started off I was still like that... I was stiH really motivated

just trying to read everything, 'oh this is great!. And then it was sort
of mid into the first cases I kinda hit a big, you know, 'oh my

goodness what have I done?!'.

R: Em, can you tell me what, em, happened and what that was like?

Em, and I felt really, really deskilled and thought I know absolutely
nothing. Em, an. 1 felt it took a wee time to get myself together and
say...you know, 'you do, you're just going to have to take time and go
with it'.

R: So felt really deskilled and, and that you, em, knew nothing. When
did you feel like that?

P2: That was probably, I say about 2 or 3 months ago, I felt like that,
em, but I'm feeling pretty...I've come out the danger zone,

R: So you feel like you're feeling better now?

Experiencing process as a
rollercoaster

Enjoying learning and
reading
Feeling inspired and
motivated

Asking myself what have
I done?

Feeling de-skilled and
knowing nothing
Advising myself to take
time and go with it

Moving out of the danger
zone
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P2: Em...becoming more confident again in myself. But I, em,
definitely felt totally deskilled to start with, and just thought... I
actually started to get a bit paranoid. I think actually started
thinking 'oh my god 1 really don't know nothing'! I know nothing,
and...

R: Is that something that you had experienced before?

P2. I haven t felt like that for quite a while, since I was at Uni myself
way back... a good few years ago. But no, I'm feeling quite, if you
look at the change model, the model of change, I'm out the danger
zone and starting to build up my resources again, and feeling a bit
more confident in myself.

R: Can you tell me more about that model or the 'change' process for
you?

P2: It's... I cannae remember what it's called. I can't remember

exactly what the model is... just like the...but its just like the
bereavement process, you know, your angry, then you start to feel

resentment, and just that kind of thing. Then you feel like you're in a

danger zone, then you start to build up your resources again, and

your confidence. I really feel I'm there again. I wouldn't say I'm

100%, but definitely feeling a wee bit more confident in myself again.

R: So it sounds as if it's taken time and that in that time you have

experienced a 'rollercoaster' of emotions?

P2:Yeah

R: So, just at the beginning, focusing on that, you said you experienced
lots of different feelings. Starting at the beginning you said that you felt
excited. Can you tell me what that was like for you? (P2: Mm, yeah)
you know what it was you were feeling excited about or can you tell me
more about that?

P2: Probably because... here was a model that was claiming to be,
em, you know, em, em em, it was evidence based, it was, em, em,
practical, present focused... but combined that sort of psychological
theory with being present focused, action orientated and...and sort of
goal orientated, and, and a model that you could actually follow, and
work to make a difference for people. (R: Ok) So that s what I was
really quite excited about, and when I read the stuff I thought, you

Becoming more
confident

Feeling de-skilled and
paranoid

Knowing nothing

Thinking I don't know
anything
Referring to model of
change
Moving out of danger
zone

Relating to bereavement
process
Feeling angry and
resentful

Being in a danger zone
Building resources
Not feeling 100%
Becoming more
confident

Claiming to be evidence
based

Identifying focus of
model

Identifying focus of
model

Differentiating model as
understandable and
effective

Explaining excitement
about the model

Appearing to make sense
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know, when you read it, it lookslhMTnybody looking at it would go
oh that makes perfect sense, oh yeah' mm, aye, you know?! (R:
Aye... yeah)

R: So it seemed to make sense to you?!

P2. It doesn t look too challenging, but then when you start getting
into it... actually trying to implement it and you are working with
obviously different individuals, different people, em... So that's
what I was excited about... this was, this model and it was evidence

based and it, it's had a proven track record to make changes for
young people and their families.

R: So it sounds as if, at the beginning, you seen, em, MST and lots of

things appealed to you (P2: Yeah). You said a lot of important things
there about your experience and I would like to come back to that. Can I

just ask you though, about, em, your... experience before you came to

MST? Which you kinda touched on...

P2: Yeah sure, 1 worked in [professional background] before, which
is [professional background]. (R: That's right, yeah) I was the

[professional background] with them, but before that I was also

working, em, as a [professional background] in a different capacity
and I'd worked always within the [professional backgroundl...but in

different departments. When I was at uni, I actually did my thesis on

[thesis topic], em, and such and, I always thought, em, if you can't

prove what you're doing then how are you going to know... you

know?! (R: Yeah) And again in [previous post] people were coming
from [professional background] but there wasn't really a clear model
for everybody to, you know, or whatever... so for me as the

[professional background] at that time working with all these people
from different backgrounds, I found it really frustrating so, em, so

my experience was that people were, just kinda like, you know...
working with families but not, actually knowing, what we were

actually meant to be doing with them, if you know what I mean.

R: So sounds as if MST provided a framework and just pulled all that
together?

P2: For me it did. When I saw it I was like 'well here you go, this
sounds really good'.

not tooAppearing
challenging
Trying to implement with
different individuals (cuts
self off)
Explaining excitement
about the model

Connecting to evidence
base and effectiveness

Clarifying professional
background

Working within different
departments in same
profession
Believing in proving
what you are doing

Not having a clear model
to work with

Experiencing frustration

Experiencing people as
not knowing what they
were doing with families

Seeing model and
connecting to it
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R: This is it?!

P2: Aye, yeah, absolutely!

R: And you say it's like a kind of like a 'rollercoaster' as well. Can you
tell me more about that?

P2: That's a totally personal to me, em, it's totally personal to me,

em, cause I did feel... to start with 'oh mv god'! and maybe because I
had some knowledge of some of the families that I ended up working
with to start when... and when we were on training we used a case

when we were training and what was going on in mv head was, I was

going to get that case, 'I'm going to get that case' and I did.

R: Can you tell me what you were thinking about that?

P2: Em, it's, it's worked out fine. So, I was probably thinking to

myself 'oh I'm beat before I even start with this case' I thought... I
was going 'good grief I've got 5 months to turn this around' [working
with families] and I suppose I was being quite literal to start with. I
was thinking 'what I'm going to change that everybody and her

granny hasn't tried before with [these] families', you know, and I was

feeling a lot of pressure...

R: So, you were feeling pressure. Where did that feeling of pressure
come from?

P2: Em, I was thinking, you know, when you read the MST book, the
practitioner is responsible for change, and you know, I was going 'oh
mv god this is going to be mv fault'... and then I started to feel

responsible every time this young person picked up an offence 'what
I'm doing wrong', 'what I'm doing wrong that's not making the
difference here?' So... the roller coaster was kind of like that, I'm

never going to be able to affect any change here.

Emphatically confirming
initial connection to the
model

Personalising reaction
Feeling extremely
apprehensive about
working with families
Possessing knowledge of
families

Anticipating that would
work with case from

training

Explaining that it's
worked out fine

Thinking I'm beat before
1 start

Focusing on length of
time to make change
(Questioning?)
Acknowledging literal
thinking
Questioning ability to
make change
Feeling pressurised

Reading that practitioner
is responsible for change
Blaming self for
anticipated failure
Feeling responsible for
client's behaviour

Questioning and blaming
self

Identifying experience of
the 'rollercoaster' as

being about doubting
change and blaming self
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Textual commentary on identififcation and extraction of codes and generation
of categories

The following textual commentary is intended to shed some light on the analytical
process used by the researcher from the initial stages of constructing and extracting
codes through to the final stages of generating categories and establishing
relationships between them. Participants in the following commentary include
therapists and supervisors, as both sets of participants narratives were used to

construct the overall interpretative understanding of early adjustment.

As outlined in Chapter 2, analysing data using the CGT approach commences with
initial coding. Initial coding (stage one) is exploratory in nature and requires that the
researcher attends to small segments of data to explore and open up the data to

explore all possible indications. At this level, the researcher assigns descriptive
codes to each word, line or incident to indicate what is happening and being
discussed in the data. The researcher selected Tine by line' coding as a means of

exploring small segments of data whilst retaining some context, which may have
been lost with word by word coding.

An example of initial coding of a section of qualitative data can be seen above

(Appendix 6). Notice how in coding small segments of data, the researcher has

generated codes using 'gerunds' (such as 'Blaming self for anticipated failure')
instead of nouns (such as 'Blame'). This is strongly advocated within CGT to

preserve actions and processes instead of topics (Charmaz, 2006). Further to this,
Charmaz recommends that in constructing codes, researchers 'do so in telling words'
that signify meaning.

However, at this stage coding should not be interpretative and instead should attempt
to notice what participants are saying and doing. For example, in the above
qualitative section, the researcher has assigned the following code to denote that
Participant 2 is 'Focusing on length of time to make change'. It appears from her
narratives that she is expressing emotion as indicated from her use of language
('good grief!') and that her voice is raised. It would be easy to conclude that she was
'anxiously questioning the length of time to make change , which is made apparent
from the emotional tone from her use of language. However, it was not wholly
apparent whether her emotions also included anger and resentment. Therefore, the
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emotive description was left out at this stage. The researcher made notes on

interpreted emotional reactions, which were recorded within the researcher's

reflective diary following each interview.

In 01 dei to make sense of the line by line codes obtained from Participant 2 (above)
as well as Participant 1, the researcher engaged in the 'constant comparison method'
advocated within CGT. In practical terms, this required the researcher to compare
and contrast line by line codes and the connecting data, firstly, within each transcript
(e.g. within Participant 2's data set) and subsequently between Participant 1 and 2.
Participant 1 and 2 were interviewed and analysed within close succession to allow
for this process of comparison.

The researcher formed tentative categories containing conceptually related line by
line codes. The researcher used this as an informal way of managing data to allow
for comparisons to be made. For example, with reference to participant 2's line by
line codes, there are some references to experiencing an emotional 'rollercoaster' or
emotional highs and lows. All codes that made reference to this in some way were

studied collectively to explore differences and similarities between each form of data
and each line by line code. Data and codes from Participant 2 were subsequently

compared with data and codes from Participant 1. Thoughts, feelings, observations
were recorded within a memo during the stage of comparison. This process of

comparison was carried out for several line by line codes and segments of data.

Additional tentative categories that were generated purely for purposes of

comparison at this stage included: 'Identifying strengths'; 'Adjusting differently';
'Making Connections'; 'Wrestling with change'; Shifting Responsibility; and
'Impacting on self. This analysis provided preliminary leads to follow in interviews
with participants 3 and 4. For example, the following questions were generated from
exploration of initial codes and proposed to participant three: Can you tell me about
your emotional experience?'; 'Can you tell me how your experience has impacted on

you?'; 'Can you tell me about your understanding of responsibility/accountability?'
and 'Can you tell me about how you have experienced
responsibility/accountability?'

Initial coding of Participants 3 and 4 provided further data and codes to compare and
contrast with participants 1 and 2 to develop the researchers understanding and
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construction of her analysis. In analysing data, attention was paid to data and
corresponding initial codes that appeared to emotionally resonate with participants or
re-occurred throughout narratives to indicate importance.

Following the initial coding of Participants 1 to 4, the researcher commenced
focused coding on these narratives. The initial coding stage afforded the researcher
with a strong sense of familiarity with the narratives of early participants and
allowed the researcher to feel more confident in selecting initial codes to act as

focused codes, or in generating new focused codes that could account for larger

segments of data. Therefore, line by line codes were refined into focused codes and

subsequently reduced data that were similar in meaning or process.

Focused coding is more interpretative in nature and involves using 'frequent' and/or

'significant' codes to capture larger segments of data (Charmaz, 2006). Further to

this, developing focused codes encouraged the researcher to test out which line by
line codes more accurately captured the salient points within narratives and helped to

shed, or cast off, less significant codes. Therefore, focused codes were checked

against data to ensure that the interpretative understanding 'fitted' with the perceived
world of the participants. This stage is commenced when the researcher has
developed an analytical direction from engaging in initial coding, comparing and
contrasting data and codes and writing memos to capture and explore the developing
analysis. Please refer to the extract below for visual representation of the nature of
focused coding:
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Extract from Interview with Participant 2 to demonstrate Initial and Focused

Coding

Extract from

Participant 2
interview with

It s probably been a bit ofa rollercoaster to
start with. I was so excited, this is fabulous.
learning all about this, and reading about it,
and Dying to understand it, and when 1 went
on the training I was really inspired and
motivated. When we started off I was still
like that. I was still really motivated just
Dying to read everything, 'oh this is ereat!'.
It was mid into the first cases I hit a bit 'oh
my goodness what have I done?!'. And felt
really really deskilled and thought I know
absolutely nothing!...1felt it took a wee time
to get myself together and say...you know
'you do, you're just going to have to take
time and go with it'. That was probably, I
say about 2 or 3 months ago, Ifelt like that
but I'm feeling pretty...I've come out the
danger zone, becoming more confident
again in myself. But I definitely felt totally
deskilled to start with, and just thought
actually started to get a bit paranoid. I
think actually started thinking 'oh mv sod. I
really don '1 know nothing! I know nothing,
and I haven 7 felt like that for quite a while,
since I was at Uni myself way back a good
few years ago. But no, I'm feeling quite, if
you look at the change model, the model of
change, I'm out the danger zone and
starting to build up my resources again and
feeling a bit more confident in myself.

Initial Coding

Experiencing process as a
rollercoaster

Enjoying learning and
reading
Feeling inspired and
motivated

Asking myself what have I
done?

Feeling de-skilled and
knowing nothing
Feeling that it took time to
get myself together
Advising myself to take time
and go with it
Moving out of the danger
zone

Becoming more confident
Feeling de-skilled and
paranoid
Thinking I don't know
anything
Referring to the model of
change
Moving out of the danger
zone

Beginning to build up
resources

Beginning to feel more
confident

Focused Coding

Experiencing process
as a rollercoaster

Feeling inspired and
motivated

Feeling de-skilled

Advising myself to
take time and go with
it

Re-building myself

Focused coding seeks to establish constructed conceptual categories. As with line by
line coding, the researcher compared and contrasted focused codes that were similar
or different in meaning and established which focused codes appeared to hold more

'significance' for participants. For example, 'experiencing process as a
rollercoaster' continued to hold meaning and subsumed several other focused codes
and line by line codes, and was raised as an early category in riding a rollercoaster .

From comparing and contrasting data and codes, the researcher was able to learn that
this rollercoaster held different meanings for different participants and varied in
intensity. This category, overtime, was interpreted as being a property of
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encroaching on self, which was broader and captured variation of impacting on
sense of self.

It is important to note that line by line and focused coding occurred in tandem for
subsequent participants. The researcher persisted with line by line coding in order to
continue to attend to all details of participants' narratives. From this, the researcher
was able to attend to the important role that Participant 7 gave to reflection, which
required reviewing previous narratives to compare and contrast.

Charmaz suggests that focused codes 'best represent what you see happening in your
data and should be raised in your data by specifying its properties and relationships
with other categories. In establishing which focused codes to raise as categories, the
researcher frequently created visual diagrams and memos to establish relationships
and hierarchies between focused codes. Memos helped the researcher to explore
which existing focused codes did not fully capture the level of variation of

experience and required further abstraction. For example, participants described the

process of forming connections as a 'grounding' or anchoring process for them

emotionally. However, initial focused codes and categories did not capture the
variations in how participants achieved this. Memos and diagrams afforded the

opportunity for the researcher to understand that connections were formed with

colleagues, the model, families and to self. This interpretation broadened the initial
focused codes of 'connecting to the model' and 'connecting to others' to the

subcategory of 'making connections'. Focused codes such as 'trying to re-train
brain' and 'feeling supported' where subsumed under other focused codes.

In developing and refining categories, the researcher continued to raise and create
hierarchies of focused codes and establishing there underlying process and meaning.
It is from this process of raising codes that the main categories of 'Locating Source
of Struggles', 'Defining Worth' and 'Advocating Change' were developed from their
preliminary form. All three categories highlight central processes captured by
focused codes and run throughout participants' narratives. Studying the information
set out in existing memos, that developed over time, the researcher was able to
establish relationships (e.g. connections, consequences and contexts) between the
three main categories and to develop the overall core category that accounted for the
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researchers overall interpretation of participants experiences within a context as

suggested by participants narratives (as discussed in Chapter 3).
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6.7 Appendix 7

Memo
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Memo on 'Riding a Rollercoaster'

The experience of being on a rollercoaster has been used by participants to convey
the meaning of their overall experience of adjusting. Riding a rollercoaster means
many things to different people although similarities are observed. Participants 1—3
all make explicit reference to their overall experience as being similar or feeling like
they have been on a rollercoaster. This potential category may encapsulate their
entire experience of adjusting. Participant 4 does not make explicit reference to

'riding the rollercoaster' yet describes intense emotions, including anxiety, felt by
themselves as well as others within the team.

At present, riding a rollercoaster appears to mean experiencing intense or extreme

highs and lows and that part of the adjustment process is attempting to find middle

ground. Prior to reality setting in, there was a sense of excitement about the model,
in that it seemed to offer guidance and fit with what people were looking for.
Enthusiasm and inspiration were evident at the beginning. However, participants

experienced a drop or low when their high expectations of the model and themselves
did not immediately materialise and they did not experience documented outcomes

or they experienced difficulties. Heart sinking feeling was described by one

participant who exclaimed 'what have I done?'

Experiences of self doubt and 'affecting feelings about self ensued. Feeling
'overwhelmed', 'disheartened', 'stressed' and 'anxious' characterised participants
emotional experience at points. In the process of 'failing' to achieve, comparing self
with others intensified feelings of failure or inadequacy. High expectations involved
'trying to achieve too much too soon' and 'trying to hit everything at once'. This
adds further meaning to 'riding the rollercoaster' with a sense of participants feeling
frantic, busy and experiencing their post and life as being fast. Optimal adjustment
involves 'needing space and time' to learn, develop and grow.

In addition, to doubting self, Participant 2 doubting the model and described feeling
'alien with the phone contact', which suggests a process of disconnecting.

'Accepting and coping with responsibility seems to contribute to intense emotions
for participants. Participants discuss struggling to cope emotionally with the level of
responsibility that they felt was placed on them. Not being able to carry the
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responsibility, which appears to be central to the ethos of the model. Responsibility
from being the sole therapist or case holder, from working with families who have
not responded to previous service input, spotlight being on them due to outside
expectations and curiosity ofMST were internalised.

Riding the Rollercoaster also stems from being pulled into families worlds and

riding their rollercoaster in becoming part of the system' from such intense

working. From this perspective, adjusting means learning to connect with families
whilst not being pulled in, which requires stability and being internally settled.
Essentially, it could be called 'Riding the Emotional Rollercoaster'. Working on call
has been described as difficult and I am not yet sure whether this is part of the
rollercoaster, although it def fits into a sense of being frantic and never stopping.
However, not sure whether having clients invade your space, time and home life
is a frustration or annoyance versus an extreme emotion that gets you down.
For me it would drive my rollercoaster, which even at home I could not get off.

Getting head around and learning the model has caused varying reactions.

Participant 2 experienced difficulties in learning the model and remembering to stay

with it and follow the steps. On the other hand, Participant 3 felt that in some ways

it was common sense, and that she felt comfortable in using the analytical process.

However, she identified learning how to carry out intervention more tricky, yet it did
not evoke as an intense emotional reaction as it did for Participant 2.

Delivering input at point of need, in sometimes violent and unpredictable situations,
appears to drive the rollercoaster for some. Interestingly, this has not been raised by
all. Feelings of anxiety with regards to this have caused concern for safety with
sleepless nights 'intruding into personal time'. This reason feels more pragmatic and
not about using the model per se but working with the client group as well as

assigned responsibility and role for therapists. P4 describes feeling anxiety over

responsibility to deliver a good service, particularly in context of financial climate
and resistance towards MST by those outside. P4 also discusses initial feelings of
being exposed in a group format created intense feelings such as anxiety with the
belief that flaws would be exposed.

Highs are harder to identify within narratives although they are present. Connecting
with the model' and working in a way deemed to be effective has cause excitement
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for some. As participants have progressed over time, they have further connected
with the model by internalising it to use it to improve their general functioning and
'starting to live like MST' improving their efficiency across the board, including in
their personal life.

Highs are also achieved when families are doing well and the approach seems to be

impacting on families. Participant 3 says the rollercoaster mirrors how well families
are doing. Participant 3 also reported that she goes home feeling great when things
are going well. Participant 2 described themselves as being back 'on an up', despite
not feeling 100%. For her, her improvement was related to making personal
connections with the consultant and gaining a sense of perspective of the model and
her limits and progress. Participant 1 reported that they enjoyed working closely
with the therapists and realises that they are giving a better service than would have
ordinarily have been offered even if they have a long way to go in improving. Need
to explore highs further as this seems limited in comparison to lows.

Appendices 180


